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Summary	
Introduction	
Pregnancy	and	childbirth	are	unique	experiences	in	a	family’s	lifetime.	They	are	time	periods	
of	highest	emotional	sensitivity.	Also,	 they	may	constitute	substantial	health	 risks	 for	both	
the	 mother	 and	 the	 infant.	 With	 the	 advent	 of	 modern	 neonatal	 intensive	 care,	 ethical	
dilemmas	have	arisen	more	often	in	perinatology.	Decisions	on	intensive	vs.	compassionate	
care	 for	 critically	 ill	 infants	 may	 have	 long-term	 emotional	 and	 mental	 health	 effects	 on	
parents.	 A	 questionnaire	 among	 parents	 of	 deceased	 newborns	 after	 delivery	 room	
resuscitation	showed	that	predictions	of	morbidity	and	mortality	were	not	central	 to	 their	
decision-making.	 However,	 religion,	 hope,	 spirituality	 and	 compassion	were	mentioned	 as	
being	most	valuable	guidance	to	decision-making	regarding	delivery	room	resuscitation.1	
Little	 is	 known	 about	 German	 professionals’	 views	 regarding	 the	 role	 of	 religion	 and	
spirituality	 in	perinatology.	We	 therefore	administered	a	 cross	 sectional	 survey	 to	medical	
professionals	 (midwives,	 nurses,	 obstetricians	 and	 neonatologists)	 who	 are	 working	 in	
perinatal	 medicine	 in	 Germany.	 Our	 study	 aims	 were	 to	 evaluate	 their	 perspectives	 on	
religion	 /	 spirituality	 and	 health	 as	 well	 as	 their	 personal	 religious	 and	 spiritual	
characteristics.		
Methods	
A	modified	 version	of	 a	questionnaire	on	 “religious	 characteristics	of	U.S.	 physicians”	 that	
was	 developed	 by	 Curlin	 et	 al.	 was	 used.	 The	 questionnaire	 was	 translated,	 adapted	 and	
validated.	The	questionnaire	contained	47	items	divided	over	three	sections	that	evaluated	
personal	 perspective	 on	 religion/spirituality	 and	 health,	 personal	 religious	 and	 spiritual	
characteristics	of	the	respondents	and	demographic	characteristics.		
Results	and	conclusion	
Four	 study	 centers	 were	 enrolled	 in	 the	 study.	 There	 were	 374	 eligible	 participants,	 296	
medical	professionals	participated	(78%	response	rate).	Among	these	296	professionals,	21	
chose	 not	 to	 fill	 out	 the	 entire	 questionnaire.	 They	 used	 an	 abbreviated	 version	 of	 the	
questionnaire.	
This	 resulted	 in	275	active	 survey	participants:	 45	midwives	 (16%),	121	neonatal	 intensive	
care	nurses	(44%)	and	109	physicians	(neonatologists,	obstetricians)	(40%).	The	median	age	
of	all	participants	was	36	years	(minimum	23,	maximum	64,	between	center	-	range	41).	30%	
said	to	have	no	religious	affiliation,	47%	reported	to	be	Roman	Catholic,	18%	Protestant	and	
5%	indicated	other	religious	affiliations.	
10%	 reported	 to	 be	 very	 religious	 and	 16%	 to	 be	 very	 spiritual,	 47%	 reported	 to	 be	
moderately	 religious	 and	 46%	moderately	 spiritual,	 21%	 slightly	 religious	 and	 26%	 slightly	
spiritual	and	22%	reported	to	be	not	religious	at	all	and	12%	not	spiritual	at	all.	
96%	of	 the	 survey	participants	 think	 that	R/S	has	an	 influence	on	health.	 They	valued	R/S	
mainly	as	something	positive,	 that	gives	patients	hope	and	helps	 to	cope	with	and	endure	
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illness.	Although	the	medical	professionals	valued	R/S	mainly	as	something	positive	only	50%	
of	the	medical	professionals	ever	inquired	about	R/S	issues.	They	were	more	likely	to	inquire	
about	 R/S	 issues	 when	 the	 clinical	 situation	 is	 more	 severe.	 Furthermore,	 medical	
professionals	 likelyhood	to	 inquire	about	R/S	 issues	seems	related	to	 their	own	spirituality	
and	 religious	affiliation,	 those	who	are	more	 spiritual	are	more	 likely	 to	 inquire	about	R/S	
issues.	40%	of	 the	participants	noted	 that	 they	experience	barriers	 that	discouraged	 them	
from	discussing	R/S	 issues	with	patients.	Most	 frequently	mentioned	barriers	were	 lack	of	
time	and	training	as	well	as	general	discomfort	speaking	about	R/S	issues	and	fear	to	offend	
patients.	
The	study	results	suggest	that	educational	programs	should	be	made	available	to	overcome	
such	barriers.	This	 study	should	encourage	medical	professionals	 in	perinatal	care	 to	bring	
up	religious	and	spiritual	issues	in	patient	care.		
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Zusammenfassung	
Einführung	
Schwangerschaft	und	Geburt	sind	Phasen	höchster	emotionaler	Sensibilität	 im	Leben	einer	
Familie.	Sie	sind	mit	einem	erhöhten	gesundheitlichen	Risiko	für	Mutter	und	Kind	behaftet.	
Situationen	 mit	 ethischen	 Konflikten	 sind	 in	 der	 Perinatologie	 häufig	 und	 mit	 der	
Entwicklung	 neuer	 medizinischer	 Verfahren	 oft	 auch	 besonders	 komplex	 geworden.	
Stellvertreter-Entscheidungen	 zwischen	 Intensivtherapie	 oder	 palliativer	 Begleitung	 für	
schwer	 kranke	 Neugeborene	 können	 langfristige	 Konsequenzen	 für	 die	 emotionale	 und	
mentale	 Gesundheit	 der	 Eltern	 implizieren.	 In	 der	 Perinatologie	 liegen	 Daten	 vor,	 nach	
denen	 Eltern	 in	 kritischen	 Konfliktsituationen	 konkrete	 Vorhersagen	 von	 Morbidität	 und	
Mortalität	als	nicht	zentral,	die	Thematisierung	religiöser	und	spiritueller	Belange	jedoch	als	
wichtig	für	eine	Entscheidungsfindung	erachten.	Mehrere	Studien	belegen,	dass	ein	großer	
Anteil	 der	 Ärzte	 in	 den	 USA	 religiöse	 und	 spirituelle	 Überzeugungen	 ihrer	 Patienten	 als	
bedeutsam	betrachten	im	Kontext	der	medizinischen	Betreuung.		
In	Deutschland	 liegen	zur	Rolle	von	Religion	und	Spiritualität	 im	Umfeld	der	medizinischen	
Versorgung	nur	wenig	empirische	Daten	vor.	Gegenstand	dieser	Disseration	 ist	deshalb	ein	
Survey	 unter	 dem	medizinischen	 Personal	 in	 der	 Perinatologie	 zu	 religiösen	 /	 	 spirituellen	
Einstellungen,	 Überzeugungen	 und	 Verhaltensweisen	 im	 Zusammenhang	 mit	 der	
medizinischen	 Betreuung.	 Einbezogen	 wurden	 hierbei	 das	 Pflegepersonal,	 Hebammen,	
Geburtshelfer	 und	 Neonatologen	 aus	 dem	 Bereich	 der	 Risiko-Perinatologie	 in	 sog.	
Perinatalzentren	Level	1	oder	2.		
Methodik	
Der	Studie	liegt	eine	modifizierte	Version	des	validierten	Questionnairs	„Religious	
Characteristics	of	U.S.	Physicians“	von	Curlin	et	al.		zu	Grunde.	Der	Fragenbogen	wurde	
übersetzt,	adaptiert	und	gemäß	geltenden	Leitlinien	zur	Validierung	u.a.	rückübersetzt	und	
verschiedenen	„Pretest“	unterworfen.	Er	umfasst,	auf	3	Sektionen	verteilt,	47	Fragen.	Sie	
erfassen	persönliche	Einstellungen	bezüglich	des	Einflusses	von	Religiösität	/		Spiritualität	
auf	Gesundheit,	religiöse	/	spirituelle	Charakteristika	der	Teilnehmern	sowie	
demographische	Angaben.	Der	Survey	konnte	von	der	Teilnehmer	als	elektronische	oder	
gedruckt	Variante	bearbeitet	werden.	Beide	Varianten	waren	vollständig	anonymisiert.	Die	
Studie	wurde	von	der	Ethikkommission	der	Universität	München	sowie	von	den	
Personalräten	und	Datenschutzbeauftragten	der	beteiligten	Kliniken	genehmigt.		
Ergebnisse	und	Schlussfolgerungen		
374	 potentielle	 Teilnehmer	wurden	 in	 vier	 Studienzentren	 identifiziert	 als	 kompatibel	mit	
den	Einschlusskriterien	der	 Studie.	Unter	 Ihnen	haben	275	Personen	die	 volle	Version	des	
Surveys	 bearbeitet.	 21	 weitere	 Teilnehmer	 haben	 die	 Kurzversion	 des	 Fragenbogens	
beantwortet,	nicht	aber	den	kompletten	Survey	absolviert.	Somit	liegt	die	response	rate	bei	
insgesamt	 78%.	 Unter	 den	 275	 Teilnehmern	 an	 der	 Vollversion	 befanden	 sich	 121	
Pflegekräfte	 (44%),	 45	 Hebammen	 (16%)	 und	 109	 Ärzte	 (40%).	 Das	 mediane	 Alter	 der	
Teilnehmer	betrug	36	Jahre	(Minimum	23,	Maximum	64,	range	41).	30%	der	Teilnehmer	war	
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konfessionslos,	 47%	 war	 römisch	 katholisch,	 18%	 evangelisch	 und	 5%	 gaben	 eine	 andere	
Konfession	an.	
10%	der	Teilnehmer	stuften	sich	als	„sehr	 religiös“	ein,	16%	als	„sehr	spirituell“.	47%	bzw.	
46%	gaben	an	„mäßig	 religiös“	bzw.	 „mäßig	 spirituell“	 zu	 sein.	96%	der	Teilnehmer	waren	
der	 Auffassung,	 dass	 Religiosität	 /	 Spiritualität	 die	 Gesundheit	 ihrer	 Patienten	 beeinflusst.	
Dieser	 Einfluss	 wurde	 ganz	 überwiegend	 als	 ein	 positiver	 Einfluss	 gewertet.	 Nur	 50%	 der	
Teilnehmer	 fragten	 ihre	 Patienten	 jemals	 nach	 deren	 Religiosität	 /	 Spiritualität	 oder	
diskutierten	diese	im	Kontext	der	medizinischen	Betreuung.	Die	Thematik	wird	bei	kritischen	
und	 schwierigen	Behandlungssituationen	häufiger	aufgebracht.	40%	der	Teilnehmer	gaben	
an	 dass	 bestimmte	 Barrieren	 sie	 davon	 abhalten,	 religiöse	 /	 spirituelle	 Belange	 in	
Beratungssituationen	 aufzubringen:	 als	 solche	 wurden	 vor	 allem	 genannt:	 Zeitmangel,	
ungenügendes	 Wissen/	 ungenügende	 Ausbildung	 zu	 dieser	 Thematik,	 ein	 allgemeines	
Unbehagen	 bei	 Einbeziehung	 dieser	 Thematik	 in	 Gespräche	 während	 einer	 medizinischen	
Behandlungssituation	sowie	die	Sorge,	ihrem	Patienten	mit	dieser	Thematik	möglicherweise	
persönlich	zu	nahe	zu	treten.		
Während	 die	 genannten	 statischen	 Verteilungen	 sich	 eher	 in	 erwarteten	 Bereichen	
bewegten,	 lagen	einige	andere	weit	 außerhalb	 von	uns	erwarteter	Häufigkeiten.	 So	gaben	
beispielsweise	35%	der	275	Teilnehmer	an,	eine	religiöse	oder	spirituelle	Erfahrung	gemacht	
zu	haben,	die	„ihr	Leben	verändert“	habe.	Ein	Drittel	dieser	Erfahrungen	wurde	im	direkten	
Zusammenhang	mit	der	beruflichen	Tätigkeit	erlebt.		
80%	 der	 Teilnehmer	 gaben	 an,	 keine	 Vorbehalte	 gegenüber	 der	 Beendigung	 künstlicher	
lebenserhaltender	medizinischer	Maßnahmen	zu	haben.	Etwa	50%	der	Vorbehalte	werden	
zumindest	teilweise	religiös	begründet.		
47%	 der	 Teilnehmer	 gaben	 Vorbehalte	 gegenüber	 Schwangerschaftsabbruch	 bei	
angeborenen	Fehlbildungen	an.	Ärzte	und	Hebammen	hatten	statistisch	signifikant	häufiger	
solche	 Vorbehalte	 als	 Pflegekräfte.	 Etwa	 zwei	 Drittel	 dieser	 Vorbehalte	 wurden	 als	
zumindest	teilweise	religiös	begründet	angegeben.		
Die	Studie	 legt	nahe,	dass	Ausbildungsprogramme	zu	Fragen	von	Religiosität	 /	 Spiritualität	
im	 Kontext	 medizinischer	 Behandlungssituationen	 in	 der	 Perinatologie	 von	 Nutzen	 sein	
könnten	und	 vom	professionellen	medizinischen	Personal	 auch	angenommen	würden.	Die	
Ergebnisse	 der	 Studie	 sind	 geeignet,	 das	 medizinische	 Personal	 zu	 motivieren,	 religiöse	 /	
spirituelle	Aspekte	nicht	aus	der	Kommunikation	mit	Patienten	auszugrenzen.		
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Introduction	
History	of	spirituality,	religion	and	health	care	
Religion	is	known	to	provide	people	with	a	system	of	orientation	through	which	people	may	
cope	with	stressful	events	in	life.	Since	ancient	times	people	have	always	been	interested	in	
and	 convinced	 of	multiple	 factors	 influencing	 disease	 and	 illness.	 Religion	 and	 spirituality	
have	been	considered	one	of	these	factors.		Plato	and	Hippocrates	recognized	among	other	
philosophers	 the	 need	 to	 conceive	 human	 beings	 in	 a	 holistic	 concept.	 In	 whole	 human	
beings,	 their	 body,	mind	 and	 spirit	 are	 interconnected.	 This	 view	 is	 called	 holism.	 Holism	
comes	 from	 the	Greek	word	 ὅλος	 (holos),	which	means	all,	whole,	entire	 or	 total.	 Holism	
refers	 to	 the	 theory	 that	 parts	 of	 a	whole	 are	 in	 intimate	 interconnection,	 such	 that	 they	
cannot	exist	independently	of	the	whole,	or	cannot	be	understood	without	reference	to	the	
whole.	 It	 is	 thus	 regarded	 as	 greater	 than	 the	 sum	 of	 its	 parts.2	 In	medicine,	 the	 holistic	
approach	 refers	 to	 treating	 the	 patient	 as	 a	 whole	 person,	 taking	 in	 account	 his	 or	 her	
mental,	spiritual	and	emotional	factors,	instead	of	just	treating	his	or	her	pathophysiology.		
Health	care	and	religion	have	always	been	closely	related.	It	was	a	general	perception	that	
healing	 comes	 through	 God’s	 spirit.	 The	 use	 of	 healing	 gifts/herbs	 and	 other	 natural	
remedies	 were	 generally	 used	 and	widely	 accepted	 as	mediator`s	 of	 the	 healing	 process.	
Medical	care	was	delivered	from	and	within	religious	organizations.	3	Since	the	time	of	the	
Renaissance	and	 the	“age	of	Enlightenment”,	empiric	 scientific	methodology	and	 scientific	
rationale	entered	more	and	more	the	field	of	medicine	and	became	cornerstones	of	modern	
developments.	Religion	as	a	keynote	in	healing	disappeared	to	the	background.	One	of	the	
most	 famous	philosophers	of	 the	 “age	of	 Enlightenment”	was	René	Descartes	who	 stated	
that	 the	mind	 (spirit)	was	distinct	 from	 the	matter	 (body).	 This	 is	 called	Cartesian	dualism	
and	 refers	 to	 medicine	 as	 something	 rational	 (body)	 and	 spirituality	 as	 something	 non-
rational	 (mind).	 Cartesian	 dualism	 caused	 medicine	 and	 spirituality	 to	 be	 regarded	 as	
incompatible.4		
The	care	of	the	body	and	the	care	of	the	human	spirit	or	“soul”	separated	from	each	other.	
Scientific	evidence	assumed	a	leading	role	in	understanding	disease	and	developing	healing	
treatments.5	This	medical	model	continues	to	play	an	important	role	in	current	health	care.	
Nevertheless,	in	the	last	fifty	years,	spirituality	and	the	holistic	approach	are	regaining	their	
acceptance.		
Revival	of	spirituality	as	a	component	in	modern	healthcare	concepts	
In	1948	a	preamble	the	World	Health	Organization	(WHO)	stated:	
	“Health	is	not	just	the	absence	of	disease.	It	is	a	state	of	physical,	psychological,	social	and	
spiritual	well-being.”	
In	1998	the	WHO	extend	this	vision	by	the	following	statement:	
“Until	 recently,	 health	 professions	 have	 largely	 followed	 a	medical	 model,	 which	 seeks	 to	
treat	patients	by	focusing	on	medicines	and	surgery,	and	gives	less	importance	to	beliefs	and	
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to	faith.	This	reductionism	or	mechanistic	view	of	patients	as	being	only	a	material	body	is	no	
longer	satisfactory.	Patients	and	physicians	have	begun	to	realize	the	value	of	elements	such	
as	faith,	hope	and	compassion	in	the	healing	process.	The	value	of	such	‘spiritual’	elements	in	
health	and	quality	of	life	have	led	to	research	in	this	field	in	an	attempt	to	move	towards	a	
more	 holistic	 view	 of	 health	 that	 includes	 a	 non-material	 dimension,	 emphasizing	 the	
connectiveness	of	mind	and	body”.	6	
In	 the	 palliative	 care	 protocol	 from	 the	 WHO	 the	 holistic	 approach	 becomes	 even	 more	
concrete:	
“Palliative	care	improves	the	quality	of	life	of	patients	and	families	who	face	life-threatening	
illness,	 by	 providing	 pain	 and	 symptom	 relief,	 spiritual	 and	 psychosocial	 support	 to	 from	
diagnosis	to	the	end	of	life	and	bereavement”	7	
The	WHO	developed	an	instrument	to	measure	quality	of	life	aspects	related	to	spirituality,	
religiousness	 and	 personal	 beliefs.	 This	 instrument	 is	 called	 the	 WHO	 Quality	 of	 Life-	
Spirituality,	 Religiousness	 and	Personal	 Beliefs	 instrument	 (WHOQoL-SRPB).	 It	 is	 a	 32-item	
multi-dimensional	measure	of	quality	of	life	aspects	related	to	spirituality,	religiousness	and	
personal	 beliefs	 in	 people	 with	 various	 religious	 affinities	 or	 no	 particular	 religious	
orientation.	 The	WHO	 QoL-SPRB	 assesses	 8	 dimensions:	 spiritual	 connection,	 meaning	 of	
life,	awe,	wholeness-integration,	spiritual	strength,	inner	peace,	hope	and	faith.6	
Besides	 the	 WHO,	 European	 organizations	 like	 the	 British	 National	 Health	 Service	 in	
cooperation	with	 the	Human	 rights	act	1998	 sets	 the	obligation	 to	health	 care	 systems	 to	
provide	adequate	spiritual	care.	8	
Educational	policymakers	in	the	United	States	implemented	coping	and	spirituality	as	one	of	
the	learning	goals	in	medical	schools.	
In	January	1998,	the	Association	of	American	Medical	Colleges	(AAMC)	issued	Report	I	of	the	
Medical	School	Objectives	Project	(MSOP).	The	purposes	of	the	MSOP	were	to	set	 learning	
objectives	 that	 medical	 schools	 can	 use	 as	 a	 guide	 in	 reviewing	 their	 medical	 student	
education	programs.	In	1999	a	third	report	was	issued	which	was	devoted	to	communication	
in	 medicine.	 The	 value	 that	 the	 AAMC	 places	 on	 religion	 and	 spirituality	 as	 topic	 to	 be	
discussed	by	physicians	with	their	patients	is	reflected	by	this	report:	
“Spirituality	is	recognized	as	a	factor	that	contributes	to	health	in	many	persons.	The	concept	
of	spirituality	is	found	in	all	cultures	and	societies.	It	is	expressed	in	an	individual’s	search	for	
ultimate	meaning	through	participation	 in	religion	and/or	belief	 in	God,	 family,	naturalism,	
rationalism,	 humanism,	 and	 the	 arts.	 All	 of	 these	 factors	 can	 influence	 how	 patients	 and	
health	 care	 professionals	 perceive	 health	 and	 illness	 and	 how	 they	 interact	 with	 one	
another.”	
The	documents	states	the	following	outcome	goals:	
“Students	 will	 be	 aware	 that	 spirituality,	 cultural	 beliefs	 and	 practices,	 are	 important	
elements	of	 the	health	and	well	being	of	many	patients.	They	will	be	aware	of	 the	need	to	
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incorporate	 awareness	 of	 spirituality,	 and	 culture	 beliefs	 and	 practices,	 into	 the	 care	 of	
patients	 in	a	variety	of	clinical	contexts.	They	will	 recognize	that	 their	own	spirituality,	and	
cultural	 beliefs	 and	 practices,	 might	 affect	 the	 ways	 they	 relate	 to,	 and	 provide	 care	 to,	
patients.”	9	
Research	on	religion/spirituality	and	health	
Parallel	to	this	development,	an	increasing	number	of	published	studies	have	examined	the	
hypothesis	 of	 connections	 between	 religion/spirituality	 and	 health.	 Religion/spirituality	 is	
believed	to	provide	a	framework	and	orienting	system,	through	which	people	may	cope	with	
consequences	of	 stressful	events,	 address	 life	questions	and	 receive	 strength	and	hope.	 10	
Up	 to	 2010,	 almost	 3000	 studies	 have	 examined	 the	 relationship	 between	
religion/spirituality	 and	 health.11	 Due	 to	 variation	 in	 methodological	 frameworks,	 clinical	
relevance,	 reliability	 and	quality	of	 these	 studies	 varies.	A	majority	of	 those	 studies	 found	
greater	 happiness	 and	 satisfaction	 with	 life	 in	 those	 who	 said	 to	 be	 more	 spiritual	 or	
religious.11	Furthermore,	a	large	proportion	of	published	studies	on	religion/spirituality	and	
health	 show	 that	 religion/spirituality	 was	 related	 to	 better	 mental,	 physical	 and	 social	
health.12	Future	research	on	R/S	and	health	appears	to	be	warranted.	Among	other	aspects,	
it	 might	 show	 that	 certain	 R/S	 beliefs	 or	 behaviors	 in	 patients	 could	 help	 medical	
professionals	 to	 identify	high-risk	persons	 for	certain	diseases	and	 further	develop	disease	
prevention	strategies.	11	If	R/S	truly	relates	to	better	health,	R/S	involvement	could	enhance	
and	support	conventional	treatment.11	Last	but	not	least,	unmet	spiritual	needs	of	critically	
ill	patients	and	their	 families	might	result	 in	diminished	quality	of	 life,	 reduced	satisfaction	
with	care	and	waste	of	health	care	resources.13	
The	view	of	the	patient	
Patients	want	to	be	treated	as	a	whole	person	by	their	physicians,	not	as	a	disease.	 14-16	A	
whole	person	is	someone	with	physical,	social,	emotional	and	spiritual	needs.	17	
In	 the	 Religion	 and	 Spirituality	 in	 the	 Medical	 Encounter	 Study	 (RESPECT),	 66%	 of	 the	
patients	believed	that	physicians	should	be	conscious	of	their	patients’	spiritual	and	religious	
beliefs.	 33%	would	 welcome	 spiritual	 inquiry	 in	 an	 office	 visit.	 40%	would	 welcome	 such	
inquiry	in	a	hospital	setting,	and	77%	in	an	End-of	Life	setting.	14,18	
Severely	 ill	 patients	 consider	 spiritual	 care	 that	 entails	 recognition	 and	 support	 of	 the	
religious	 and	 spiritual	 dimensions	 of	 illness	 as	 a	 very	 important	 aspect	 of	 care.	 14,16,17,19	
Spiritual	care	should	be	nonintrusive	care	which	tends	to	the	spiritual	dimension	of	health	
by	 addressing	 universal	 spiritual	 needs,	 honoring	 unique	 spiritual	 worldviews	 and	 helping	
individuals	explore	and	mobilize	factors	that	can	help	to	gain	and	regain	a	sense	of	trust	to	
promote	 optimum	 healing.	 20	 Spiritual	 needs	 or	 religious	 practices	 are	 various.	 They	may	
include	for	example	visiting	ceremonies,	anointment,	bible	reading,	pilgrimage,	meditation,	
laying	on	of	hands	and	praying.	
Seeking	medical	 help	 and	 religious	 coping	practices	 (such	as,	 for	 example,	 prayer)	 are	not	
mutually	exclusive	activities.	Prayer	is	considered	to	be	an	active	coping	response	in	the	face	
of	health	problems.	 21	Religious	practices	and	 looking	objectively	at	a	medical	problem	are	
not	mutually	exclusive	but	complementary	from	patients`	perspective.	22	
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The	view	of	medical	professionals	
Good	 medical	 practice	 requires	 medical	 professionals	 to	 know	 their	 patients´	 values	 and	
expectations	as	well	as	their	own	values	and	beliefs.	Personal	reflection	and	self-knowledge	
are	 crucial	 characteristics	 for	 a	 mindful	 physician.	 Many	 healthcare	 professionals	 from	
different	 professional	 areas	 believe	 that	 communicating	 with	 patients	 about	
religion/spirituality	 is	 an	 important	 part	 of	 good	 patient	 care.14,23,24	 The	 importance	 of	
religion/spirituality	 in	 their	 own	 lives,	 the	 conviction	 that	 religion/spirituality	 influences	
health,	and	the	desire	to	provide	holistic	care	are	reasons	given	for	this	belief.	25,26	
However	in	daily	routine	medical	care,	professionals	are	often	reluctant	to	explore	religious	
and	 spiritual	 perspectives	 with	 patients	 although	 substantial	 literature	 promoting	 inquiry	
after	spiritual	and	religious	perspectives	of	patients	does	exist.		
The	following	aspects	may	be	responsible	for	rarely	addressing	spiritual/	religious	needs	of	
patients	in	clinical	practice:	lack	of	time;	perception	that	it	is	inappropriate	to	offer	spiritual	
care	 in	 a	medical	 encounter;	 fear	 of	 projecting	personal	 beliefs	 onto	patients;	 difficulty	 in	
identifying	 those	 patients	who	would	welcome	 or	 even	 expect	 a	 communication	 on	 their	
religious/spiritual	needs;	lack	of	training	in	providing	spiritual	care.	23,27-32	
Religion/spirituality	in	pediatrics	
As	mentioned	before,	religion/spirituality	may	provide	a	framework	for	coping	strategies	to	
people	 in	 stressful	 times.	 When	 a	 child	 gets	 severely	 ill,	 parents	 report	 extreme	 stress,	
anxiety	and	 fear.	Parents	are	dependent	on	the	physicians	 to	explain	 their	child’s	complex	
disease.	 Furthermore,	 they	 need	 a	 stabile,	 empathetic	 social	 network	 to	 facilitate	 their	
coping	process	with	the	disease	of	their	child.	Over	the	last	years,	medical	decision-making	
has	shifted	from	a	paternalistic	approach	to	“shared	decision-making”	as	recently	advocated	
by	 various	 medical	 organizations	 like	 the	 American	 Academy	 of	 Pediatrics,	 ‘Deutsche	
Gesellschaft	 für	 Kinderheilkunde’,	 ‘	 Gesellschaft	 für	 Neonatologie	 und	 Pädiatrische	
Intensivmedizin”.33,34	To	achieve	 true	shared	decision-making,	physicians	and	parents	need	
mutual	understanding	and	respect.35	Besides	clear	communication	and	trust,	knowledge	of	
parental	 values	 and	 biases	 is	 essential.	 Religion	 and	 spirituality	 are	 important	 aspect	 of	
values	in	life	and	are	at	the	core	of	one’s	identity.	If	one	accepts	such	statement,	a	holistic	
medical	 care	 approach	 in	 children	 will	 imply	 to	 explore	 parental	 religious	 and	 spiritual	
characteristics	and	needs	in	complex	pediatric	illnesses.		
The	 focus	 of	 pediatric	 research	 on	 religion/spirituality	 used	 to	 explore	 effects	 of	 parental	
religious	objections	to	certain	medical	procedures	and	interventions.	Extensive	studies	have	
been	published	on	this	topic.36,37	In	the	last	two	decades,	the	number	of	publications	on	the	
role	 of	 religion/spirituality	 in	 pediatric	 health	 care	 increased.	 1,26,38-51	 Research	 of	 the	
literature	 shows	 that	 since	 2000	 at	 least	 15	 studies	 concerning	 religion/spirituality	 in	
pediatrics	have	been	published	whereas	in	only	a	few	studies	originate	from	the	eighties	and	
nineties.	52,53	
As	one	of	the	authors	of	these	studies	noticed:	
“	 In	every	clinical	encounter,	a	child’s	and	family’s	spirituality	and	religious	 life	will	 interact	
with	that	of	the	clinician.”35	
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The	view	of	the	parents	
Many	parents	would	welcome	 inquiry	 about	 religion/spirituality	 by	 the	physicians	 of	 their	
severely	 ill	children.54	 In	a	questionnaire	among	parents	of	deceased	children,	the	majority	
mentioned	 religious/spiritual	 issues	as	being	most	helpful	 at	 the	end	of	 life.39,44	 In	a	 study	
among	 parents	 of	 children	 receiving	 palliative	 care,	 parents	 reported	 that	 decisions	 were	
less	 difficult	 when	 they	 felt	 they	 could	 rely	 on	 “God’s	will”.54	 In	 a	multicenter	 study	with	
parents	 whose	 children	 had	 died	 as	 result	 of	 extreme	 prematurity	 or	 lethal	 congenital	
anomalies,	 parents	 reported	 that	 religion/spirituality	 and	 hope	 guided	 them	 in	 decision-
making.		
The	view	of	the	pediatrician	
An	institutional	survey	in	an	academic	medical	center	in	the	U.S.	shows	that	the	majority	of	
the	pediatricians	believed	that	religion/spirituality	plays	an	important	role	in	health	and	that	
they	 are	 willing	 to	 discuss	 these	 topics	 with	 parents.46	 In	 their	 opinion,	 personal	
religious/spiritual	characteristics	of	parents	play	a	role	in	pediatric	health	care	and	should	be	
discussed.	However	only	a	minority	of	the	pediatricians	routinely	discusses	religious/spiritual	
issues	with	parents.	The	discrepancy	between	willingness	to	speak	about	religion/spirituality	
with	parents	and	actually	doing	so	was	remarkable.	Pediatricians	who	identified	themselves	
as	more	religious/spiritual	were	more	likely	to	discuss	religious/spiritual	issues	with	parents.	
It	seems	that	willingness	to	pay	attention	to	religious/spiritual	issues	in	daily	practice	maybe	
intertwined	with	personal	religious/spiritual	perspectives.46,55	 In	the	clinical	encounter	with	
parents	of	severely	ill	children,	physicians	quickly	enter	the	parents’	inner	circle	of	support,	
even	more	than	friends	or	family	members	do.44	This	underlines	the	 importance	of	mutual	
understanding	in	pediatric	healthcare.35		
Differences	between	the	U.S.	and	Europe	
Adherence	 to	 religion	 and	 religiosity	 varies	 substantially	 from	 country	 to	 country.	 The	
highest	levels	of	devotion	to	religion	are	found	in	countries	outside	Europe,	mainly	the	U.S.	
and	 Brazil.	 56	 In	 the	 U.S.,	 religion	 plays	 a	 central	 role	 in	 peoples	 lives.	 According	 to	 large	
surveys,	more	 than	80%	of	 the	population	believes	 in	god	and	 indicates	 that	 religion	 is	an	
important	 part	 of	 personal	 life.	 Almost	 90%	 of	 the	 U.S.	 population	 reported	 to	 have	 a	
religious	affiliation	(27%	Roman	Catholic,	55%	Protestant,	8%	other).	57,58	In	Germany	70%	of	
the	population	reported	to	have	a	religious	affiliation	(30%	Roman	Catholic,	30%	Protestant,	
10%	other).	Considering	the	importance	of	religion,	approximately	50%	of	the	population	in	
Western	Germany	values	religion	as	 important	whereas	only	20%	of	 the	population	of	 the	
former	East	Germany	values	religion	as	important.59	In	spite	of	these	geographic	differences,	
the	overall	 importance	of	religion	 in	most	of	Europe	 is	clearly	 lower	compared	to	the	U.S..	
Therefore,	 research	 data	 on	 religion/spirituality	 from	 the	 U.	 S.	 is	 certainly	 not	 directly	
applicable	to	Germany	or	other	European	countries.		
	
The	role	of	religion/spirituality	in	perinatal	medicine	
Pregnancy	and	birth	are	unique	experiences	in	a	person’s	and	in	a	family’s	lifetime.	They	are	
time	periods	 of	 highest	 emotional	 sensitivity.	 Also,	 they	may	 constitute	 substantial	 health	
risks	 for	 both	 the	mother	 and	 the	 infant.	 The	medical	 team	 carries	 responsibility	 for	 two	
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human	 lives	 at	 the	 same	 time.	 Advances	 in	 perinatal	 care	 have	 significantly	 improved	
survival	 rates	 of	 severely	 ill	 newborns	 and	 premature	 infants	 over	 the	 last	 decades.	
Nevertheless,	 a	 significant	 number	 of	 newborn	 infants	 still	 develop	 (pre-	 or	 postnatal)	
potential	terminal	illnesses.	In	each	individual	patient,	it	remains	impossible	to	predict	with	
certainty	whether	the	infant	will	survive	with	a	disability	or	even	pass	away	soon	after	birth.	
With	 the	 advent	 of	 modern	 neonatal	 intensive	 care,	 ethical	 dilemmas	 have	 arisen	 more	
often	 in	perinatology.	Decisions	on	 intensive	vs.	compassionate	care	 for	critically	 ill	 infants	
may	 have	 long-term	 emotional	 and	 mental	 health	 effects	 on	 parents.	 A	 questionnaire	
among	 parents	 of	 deceased	 newborns	 after	 delivery	 room	 resuscitation	 showed	 that	
predictions	of	morbidity	and	mortality	were	not	central	to	their	decision-making.	Therefore	
religion,	hope,	spirituality	and	compassion	were	mentioned	as	being	most	valuable	guidance	
to	 decision-making	 regarding	 delivery	 room	 resuscitation.1	 Neonatologists	 often	 consider	
statistical	estimates	of	mortality	and	morbidity	risks	as	most	important	in	counseling	parents	
when	 decisions	 on	 resuscitation/intensive	 care	 vs.	 compassionate	 care	 are	 pending.	 Only	
25%	of	the	neonatologists	report	discussing	religious	or	spiritual	aspects	with	parents	on	a	
regular	basis	during	prenatal	 counseling	sessions.50,51,60,61	Health	 risk	estimates	are	difficult	
to	understand	by	parents	who	are	 exposed	 to	 emotional	 and	physical	 distress.	Moreover,	
parents	 stated	 that	 their	 personal	 values	 and	 beliefs	 play	 a	 central	 role	when	 confronted	
with	the	need	for	a	critical	decision	in	perinatology.	1		
Study	aims	and	objectives	
Little	 is	 known	 about	 German	 professionals’	 views	 regarding	 the	 role	 of	 religion	 and	
spirituality	in	perinatology.	We	therefore	administered,	a	national	cross	sectional	survey	to	
medical	 professionals	 (neonatalogists,	 obstetricians,	 neonatal	 intensive	 care	 nurses	 and	
midwives)	 who	 are	 working	 in	 perinatal	 medicine	 in	 Germany.	 Our	 study	 aims	 were	 to	
evaluate	their	perspectives	on	religion	and	spirituality	as	well	as	their	personal	religious	and	
spiritual	 characteristics.	 We	 applied	 a	 modified	 version	 of	 a	 questionnaire	 on	 “religious	
characteristics	 of	 U.S.	 physicians”	 that	 was	 developed	 by	 Curlin	 et	 al.	 (Appendix	 1)	 This	
questionnaire	 evaluates	 religious	 and	 spiritual	 characteristics	 of	 physicians	 in	 the	 United	
States.58	 It	 has	 been	 shown	 in	 a	 thorough	 validation	 procedure	 to	 achieve	 a	 high	 level	 of	
reliability.	A	comparable	questionnaire	 in	German	was	not	available.	Curlin’s	questionnaire	
was	therefore	modified	for	our	study	to	suit	the	area	of	perinatology	and	was	adapted	for	
specifics	in	Germany.		
The	study	population	consisted	of	medical	professionals	working	 in	 regional	perinatal	 care	
centers	for	high	risk	and	moderate	risk	obstetric	and	neonatal	care	(“level	I	or	II	centers”).		In	
Germany,	 perinatal	 care	 is	 assigned	 to	 four	 different	 types	 of	 institutions;	 perinatal	 care	
centers	 level	 I,	perinatal	care	centers	 level	 II,	clinics	with	perinatal	care	as	point	of	 interest	
and	 birth	 clinics.	 A	 perinatal	 care	 center	 level	 I	 is	 responsible	 for	 severely	 ill	 neonates	
(prenatally	 diagnosed	 congenital	 malformations	 or	 severe	 maternal	 risk	 factors)	 and	
premature	babies	with	the	highest	risk	(birth	weight	<	1250	g.	or	gestational	age	(GA)	<	29	
weeks	 or	 triplets	 with	 gestational	 age	 <	 32	 weeks).	 A	 perinatal	 care	 center	 level	 II	 is	
responsible	 for	 all	 premature	 babies	 of	 GA	 >29	weeks	 and	GA	 <33	weeks	 or	 birth	weight	
>1250	g	and	<1499	g	and	neonates	who	are	small-for-gestational-age	 (SGA)	or	of	mothers	
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with	insulin-dependant-diabetes-mellitus	(IDDM).62	In	2007,	138	perinatal	care	centers	level	
I	and	24	perinatal	care	centers	level	II	were	registered	in	Germany.63	In	our	study,	only	level	I	
or	 II	 perinatal	 care	 centers	 were	 included	 in	 order	 to	 recruit	 participants	 with	 extended	
experience	in	perinatal	care	and	complex	situations	in	perinatology.			
The	aims	of	this	study	were:	
-	 to	 gain	 insight	 into	 the	 personal	 religious	 and	 spiritual	 characteristics	 of	medical	
professionals	in	perinatology		
-	 to	 assess	 personal	 perspectives	 of	 medical	 professionals	 in	 perinatology	 on	
religion/spirituality	and	health.			
-	 to	 asses	 differences	 among	 different	 professions	 in	 perinatology	 (obstetricians,	
neonatologist,	midwives	 and	 nurses)	 with	 respect	 to	 their	 personal	 religious	 and	 spiritual	
characteristics	and	their	perspectives.	
-	to	asses	the	influence	of	one’s	own	religiosity	or	spirituality	on	a	person’s	view	on	
the	role	of	religion	and	spirituality	in	health.		
	 -	to	asses	the	influence	of	one’s	own	religiosity	or	spirituality	on	discussing	religious	
and	spiritual	issues	with	patients.	
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Methods	
Development	and	application	of	the	survey	
The	survey	was	developed	using	the	5-step	(pre-)	test	model	of	data	collection	development	
technique	of	Akkerboom	et	al.	64	These	five	developmental	steps	are:	(1)	project	definition	
and	 feasibility	 studies;	 (2)	 qualitative	 content	 test;	 (3)	 qualitative	 operational	 test;	 (4)	
quantitative	pilot	in	the	field;	and	(5)	implementation.	These	steps	were	used	as	a	guideline	
to	develop	and	apply	the	survey.		
In	 this	 research	 project	 step	 1	 and	 2	 describe	 project	 preparation	 and	 analysis	 of	 data	
collection.	Step	3	and	4	describe	qualitative	and	quantitative	adaptations,	step	5	describes	
the	actual	implementation	of	the	survey.	Overlap	between	these	steps	is	common	because	
issues	and	procedures	are	strongly	related.	Below	these	steps	are	combined	to	describe	the	
development	of	the	survey.		
Project	definition,	feasibility	study	and	a	qualitative	content	test	(step	1	and	2)	
First,	 a	 review	 of	 the	 literature	 about	 surveys	 on	 religion	 and	 health	 was	 performed.	 To	
gather	 the	 questions	 for	 the	 survey	 a	 so-called	 bottom-up	 approach	 was	 performed.	 A	
bottom-up	 approach	 is	 a	 strategy	 to	 piece	 together	 already	 existing	 systems,	 in	 this	 case	
questions,	 to	 give	 rise	 to	 a	 grander	 system.	 That	means	 that	 the	 questions	 of	 an	 already	
existing	 questionnaire,	 in	 this	 case	 the	 American	 questionnaire	 by	 Curlin	 et	 al.	 become,	
modified,	a	part	of	the	new	questionnaire.	58	Subsequently,	an	interdisciplinary	evaluation	of	
the	 entire	 project	 plan	 and	 the	modified	 questionnaire	 was	 performed	 by	 an	 explorative	
focus	 group	 consisting	 of	 6	 persons:	 neonatologists,	 obstetricians	 and	 neonatal	 intensive	
care	nurses.			
A	 translation	process	according	 to	 the	 international	guidelines	 from	the	WHO	was	used	to	
develop	 the	 German	 questions	 for	 the	 questionnaire.	 “The	 aim	 of	 process	 is	 to	 achieve	
different	language	versions	of	the	English	instrument	that	are	conceptually	equivalent	in	the	
target	country/culture.	That	is,	the	instrument	should	be	equally	natural	and	acceptable	and	
should	practically	 perform	 in	 the	 same	way.	 The	 focus	 is	 on	 cross-cultural	 and	 conceptual	
equivalence,	rather	than	on	linguistic/literal	equivalence.”65	66	To	achieve	this	goal	forward-
translations	and	back-translations	were	performed.	A	native	English-speaking	translator	with	
German	 as	 her	 mother	 tongue,	 who	 was	 familiar	 with	 the	 area	 covered	 by	 the	
questionnaire,	 performed	 the	 forward-translation.	 Subsequently,	 an	 expert	 panel	 (n=5)	
consisting	of	physicians,	psychologists	and	theologians	revised	the	translated	questionnaire.		
The	 ask-the-same-question	 approach	 was	 used.	 This	 approach	 means	 asking	 the	 same	
question	 in	 the	 original	 language	 and	 in	 the	 target	 language,	 the	 answers	 are	 then	 to	 be	
compared	in	order	to	optimize	the	translated	version.65,67		
After	 revision	 by	 the	 expert	 panel,	 a	 translator	 with	 English	 mother	 tongue	 performed	 a	
backward-translation	 using	 the	 same	 approach	 as	 in	 the	 forward-translation.	 Back-
translation	 was	 limited	 to	 selected	 items	 of	 the	 questionnaire.	 All	 the	 cultural	 and	
translational	adaptation	procedures	were	documented.		
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To	increase	the	quality	of	the	survey	a	so-called	total	survey	error	approach	was	used.	Total	
survey	error	 is	a	 conceptual	 framework	used	 to	 systematically	 consider	all	 types	of	 survey	
error	during	the	design	process.	“Rather	than	focusing	on	just	one	or	a	few	of	the	elements	
of	a	survey,	all	the	elements	are	considered	as	a	whole.	A	survey	is	no	better	than	the	worst	
aspect	of	its	design	and	execution.	The	total	survey	error	approach	means	taking	that	broad	
perspective	and	ensuring	that	no	feature	of	the	survey	 is	so	poorly	designed	and	executed	
that	it	undermines	the	ability	of	the	survey	to	accomplish	its	goals.”68	
Qualitative	content	test	and	a	quantitative	pilot	in	the	field	(step	3	and	4)	
Subsequently,	 a	pre-test	was	performed.	The	pre-test	was	performed	 in	order	 to	evaluate	
the	 question	 and	 answer	 process	 and	 to	 evaluate	 intelligibility,	 duration,	 usability	 and	
validity	 of	 the	 questionnaire	 before	 starting	 the	 study.69	 This	 pre-test	 consisted	 of	 three	
different	cognitive	strategies.		
First,	 to	 evaluate	 usability,	 duration	 and	 question	 comprehension	 a	 standard	 pretest	 was	
performed	 with	 respondents	 acquired	 from	 the	 pre-tester	 pool	 from	 Unipark,	 a	 part	 of	
Enterprise	Feedback	Management	Software	(EFS).	70		
Secondly,	 relevance	 and	 participant	 comprehension	 was	 evaluated	 by	 discussion	 of	 the	
survey	 in	 a	 focus	 group	 consisting	 of	 7	 persons	 (neonatologist,	 obstetricians,	 nursing	 staff	
and	one	moderator).		
Thirdly,	 a	 representative,	 randomly	 taken,	 sample	 of	 respondents	 (n=4)	 was	 included	 for	
cognitive	 interviewing.	 These	 respondents	 were	 either	 nurses	 or	 doctors	 working	 on	 a	
pediatric	 intensive	 care	 unit.	 Cognitive	 interviewing	 is	 one	 of	 the	 methods	 to	 assess	
respondent	 comprehension	 of	 the	 questions.	 Cognitive	 interviewing	 can	 be	 performed	 by	
several	 techniques	 including	meaning	 oriented	 probes	 and	 the	 ‘thinking	 aloud’.	Meaning-
oriented	probes	are	used	to	get	to	know	how	respondents	interpret	a	particular	item	or	how	
they	understand	a	question.	These	probes	are	probing	questions	on	the	comprehension	of	
specific	 words/phrases	 and	 on	 the	 comprehension	 of	 the	 entire	 question.	 The	 ‘thinking	
aloud’	technique	asks	respondents	to	describe	their	thoughts	while	answering	questions.	71	
The	 results	 of	 the	 cognitive	 interviewing	 were	 implemented	 in	 the	 final	 version	 of	 the	
questionnaire	 with	 47	 items.	 Following	 the	 discussions	 in	 the	 focus	 group	 (7	 persons:	
neonatologist,	obstetricians,	nursing	staff)	and	the	feedback	from	the	Pre-test	adaptations	in	
the	 German	 translation	 considering	 German	 culture	 and	 respondent	 characteristics	 were	
made.			
Implementation	(step	5)	
The	 study	 population	 consisted	 of	medical	 professionals	working	 in	 perinatal	 care	 centers	
level	I	or	II.		
To	 increase	 recruitment	 rate	 the	 survey	 was	 presented	 personally	 at	 every	 participating	
perinatal	 center,	 presentations	 were	 performed	 separately	 for	 physicians,	 nurses	 and	
midwives.	In	every	center	a	local	study	supervisor	was	nominated.	This	person	was	trained	
in	correct	anonymous	data	management	and	was	readily	available	for	technical	and	practical	
questions	 concerning	 participation.	 The	 questionnaire	 is	 an	 online-based	 survey,	
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conventional	paper	questionnaires	were	available	on	demand.	
Questionnaire	content	
The	questionnaire	evaluates	religious	and	spiritual	perspectives	of	medical	professionals	 in	
perinatal	medicine.	Personal	religious	and	spiritual	characteristics	as	well	as	specific	beliefs	
and	 opinions	 concerning	 medical	 practice	 are	 assessed.	 As	 mentioned	 before	 the	
questionnaire	 is	 a	 validated	 and	 adapted	 German	 version	 of	 an	 original	 questionnaire	 by	
Curlin	 et	 al.	 Translation	 and	 adaptation	 were	 performed	 with	 permission	 of	 the	 original	
author.72		
Sections	A,	B,	C	
The	 original	 questionnaire	 is	 divided	 in	 three	 sections,	 section	 A,	 B	 and	 C.	 The	 original	
outline	was	preserved	in	the	German	questionnaire.	Section	A	assesses	personal	perspective	
on	 religion/spirituality	 and	 health.	 Section	 B	 assesses	 personal	 religious	 and	 spiritual	
characteristics	of	the	respondents.	Section	C	consists	demographic	characteristics.	(Table	1)	
Table	1:	Questionnaire	content.	
Questionnaire+content
Section+A
Perspectives+on+religion/spirituality+and+health 22+questions
relation+between+religion/spirituality+and+health
how+to+deal+with+religion/spirituality+in+daily+clinical+practice
influence+of+religion/spirituality+on+patients+behaviour
inquire+about+the+role+of+religion/spirituality
reasons+for+not+discussing+religion/spirituality+with+patients
controversial+issues+in+medicine
Section+B
Personal+religious+and+spiritual+characteristics 13+questions
religiosity
spirituality
practice+of+faith
attendance+of+religious+services
faith
role+of+God+and+religious+coping
meaning+of+life+and+the+role+of+God
life+changing+experiences
the+role+of+faith+in+daily+clinical+practice
the+role+of+faith+and+compassion+in+life
Section+C
Demographic+features 12+questions
profession
religious+affiliation+of+workplace
nationality
place+of+residence
place+of+birth
gender
age
highest+educational+degree 	
Section	A	was	translated	and	implemented	completely,	section	B	and	C	were	extended	and	
adapted.	 Several	 questions	 were	 not	 included	 because	 of	 failing	 relevance,	 others	 were	
replaced	 or	 adapted	 by	 questions	 of	 other	 resources	 (European	 Values	 Study	 (EVS	 2008),	
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Demographic	 standards,	 the	 International	 Survey	 Programme	 (ISSP	 2008),	 ‘Allgemeine	
Bevölkerungsumfrage	der	Sozialwissenschaften’	(ALLBUS	2010).	73-76	These	adaptations	were	
meant	 to	 improve	willingness	 to	 respond,	 hence	 increasing	 the	 recruitment	 rate.	 Besides	
that,	the	adaptation	of	the	questions	to	these	resources	creates	the	possibility	to	compare	
the	data	of	the	survey	to	the	German	population.		
The	 original	 questionnaire	 was	 quite	 extensive;	 therefore	 no	 specific	 perinatal	 questions	
were	added	in	order	to	contain	appropriate	size.	The	questionnaire	covers	15	pages.	Section	
A	 contains	 22	 questions,	 section	 B	 contains	 13	 questions	 and	 section	 C	 contains	 12	
questions.(Table	 1)	 In	case	of	non-	participation,	 respondents	were	requested	to	 fill	out	a	
minimal	 survey	 containing	 six	 questions	 covering	 demographic	 details	 like	 gender,	 age,	
religious	affiliation,	nationality,	profession	and	reason	for	non-participation.	Most	questions	
are	 arranged	 as	 classical	 Likert	 items	 or	 as	 free-text	 items.	 Likert	 items	 contribute	 to	 a	
psychometric	scale	(Likert	scale),	which	is	commonly	used	in	questionnaires.	77	
Definition	spirituality	and	religiosity	
A	 generally	 agreed	 upon	 and	 accepted	 definition	 of	 the	 term	 “spirituality”	 and	 the	 term	
“religiosity”	does	not	exist.	Participants	of	our	survey	may	hold	different	understandings	of	
the	 two	 terms.	 Therefore,	 they	 were	 asked	 in	 two	 questions	 about	 their	 subjective	
evaluation	 of	 the	 degree	 (high,	moderate,	 slightly,	 not	 at	 all)	 of	 their	 religiosity	 and	 their	
spirituality.	Comparison	of	the	answers	to	the	two	questions	allowed	assessing	the	degree	of	
overlap	 in	 the	 understanding	 of	 the	 two	 terms	 by	 survey	 participants,	 i.e.	 the	 extent	 to	
which	 the	 two	 terms	 were	 considered	 synonymous.	 76	 In	 the	 literature,	 religion	 and	
spirituality	are	often	stated	as	synonyms	or	as	a	construct,	namely	Religion/Spirituality	(R/S).	
15,36,78	Therefore,	no	differentiation	between	R	and	S	was	used	throughout	the	questionnaire	
except	 for	 the	 above	 mentioned	 two	 specific	 questions.	 For	 the	 purpose	 of	 this	 survey,	
religiosity	and	spirituality		was	defined	and	explained	on	the	first	page	of	the	questionnaire	
as	 follows:	 “eine	 der	 Dimensionen,	 die	 das	 Menschsein	 ausmachen,	 neben	 andere	
Dimensionen	wie	Körperlichkeit/Physis,	Psyche	und	Sozialität.“,	 “Spirituality/Religiosity	 is	 a	
dimension	of	a	human	being,	besides	other	dimensions	like	body,	spirit	and	sociality.”		
Evaluation	of	religiosity	and	spirituality	
There	are	various	ways	 to	measure	 religiosity	and	spirituality.	 In	 this	 study	 three	concepts	
were	 evaluated;	 self-reported	 religiosity,	 self-reported	 spirituality	 and	 intrinsic	 religiosity.	
The	 self-reported	 religiosity	 and	 self-reported	 spirituality	 are	 four	 point	 scales;	 very	
religious/spiritual,	 moderate	 religious/spiritual,	 slightly	 religious/spiritual,	 not	
religious/spiritual	 at	 all.	 Intrinsic	 religiosity	 is	 intended	 to	measure	 the	extent	 to	which	an	
individual	embraces	 religion	as	 the	“master	motive”	 that	guides	and	gives	meaning	 to	 life.	
Intrinsic	religiosity	is	measured	as	agreement	or	disagreement	with	two	statements	from	the	
Hoge’s	Intrinsic	Religious	Motivation	Scale.	58,79.	The	first	statement	is	“I	try	hard	to	carry	my	
religious	beliefs	over	 into	all	my	other	dealings	 in	 life”	and	the	second	one	 is:	 “	My	whole	
approach	to	life	is	based	on	my	religion.”	Curlin	et	al.	used	these	two	statements	to	measure	
intrinsic	 religiosity	 and	 categorized	 intrinsic	 religiosity	 in	 low,	 moderate	 and	 high.	 The	
participant	was	categorized	as	“high”	if	agreement	to	both	statements	existed,	“moderate”	
if	the	participant	agreed	with	one	of	the	statements	but	not	to	the	other	and	“low”	if	he	or	
she	 agreed	 to	 neither	 of	 the	 statements.	 These	 two	 statements	 were	 integrated	 in	 this	
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questionnaire.	 In	 order	 to	 be	 able	 to	 compare	 self-reported	 religiosity	 and	 self-reported	
spirituality	with	intrinsic	religiosity	these	former	items	were	reduced	from	four	categories	to	
three	categories.	This	modification	is	described	by	Curlin	et	al	and	simplifies	the	comparison.	
.	Self-reported	religiosity	and	self-reported	spirituality	are	categorized	high	if	the	participant	
answered	“very	religious”,	moderate	if	the	participant	answered	“moderately	religious”	and	
low	if	the	participant	answered	“slightly”	or	“not	at	all	religious”.24		
Study	population	
The	 study	 population	 was	 defined	 as	 medical	 professionals	 in	 perinatal	 care.	 These	
professionals	 included	 neonatologists,	 obstetricians,	 neonatal	 intensive	 care	 nurses,	
midwives,	 medical	 psychologists	 and	 social	 workers.	 	 Participation	 was	 voluntary	 and	
anonymous.	 For	 survey	 recruitment	 two	 possible	 recruitment	 strategies	 are	 available,	 an	
opt-in	 strategy	 (investigators	 refrain	 from	 contacting	 unless	 potential	 participants	 actively	
signal	 willingness	 to	 participate)	 and	 an	 opt-out	 strategy	 (potential	 participant	 were	
repeatedly	 contacted	 unless	 they	 withdrew	 their	 contact	 details).	 80,81	 Although	 the	
literature	 shows	 that	 the	opt-out	 strategy	 significantly	 increases	 recruitment	 rate,	 it	 could	
compromise	 voluntary	 participation.	 Involuntary	 participation	 could	 compromise	 the	
integrity	 and	 authenticity	 of	 the	 answers.	 Honest	 and	 authentic	 completion	 of	 the	
questionnaire	was	 of	 utmost	 importance	 for	 the	 quality	 of	 the	 data,	 therefore	 the	 opt-in	
strategy	was	chosen	and	a	possible	lower	recruitment	rate	was	accepted.		
Anonymity	
The	 questionnaire	 is	 anonymous.	 Personal	 perspectives	 on	 religion	 and	 spiritual	 are	
perceived	 as	 very	 sensible	 data,	 therefore	 attaining	 and	 preserving	 anonymity	 was	
considered	 very	 important.	 	 Every	 participant	 became	 an	 unique	 code	 in	 a	 sealed	 blank	
envelope.	 Every	 code	 is	 unique;	 duplicates	 could	 not	 be	 generated.	 The	 unique	 code	 to	
access	the	questionnaire	was	not	saved.	After	completing	the	questionnaire;	the	data	were	
attached	to	a	new	random	code.	The	data	are	stored	for	five	years	after	recruitment	closure.	
	
Performing	the	survey	
The	 survey	was	established	as	 an	online	questionnaire	using	EFS	 software	 from	Unipark.70		
Unipark	 is	 a	 part	 of	 Questback.	 Questback	 is	 a	 company	 for	 Enterprise	 Feedback	
Management	 Software	 and	 enables	 organizations	 to	 gain	 insights	 from	 customer	 and	
employee	experiences,	 through	 feedback	and	 social	 engagement	 solutions.82	 The	 software	
of	Unipark	separates	questionnaire	data	from	demographic	data.		
The	 questionnaire	 could	 be	 accessed	 via	 an	 URL	 by	 entering	 the	 unique	 code.	 This	 code	
contains	8	alphanumeric	characters	(a-z;	0-9).		Participants	could	adjust	their	answers	for	the	
duration	of	the	session	and	were	able	to	pause	the	session	and	continue	later	on.	
As	 soon	 as	 the	 questionnaire	 was	 completed	 the	 code	 became	 inactive,	 hence	 double	
participation	 with	 the	 same	 code	 was	 not	 possible.	 This	 code	 gave	 access	 to	 the	 online	
questionnaire.	 The	 participant	 had	 to	 sign	 an	 agreement	 of	 participation	 to	 be	 able	 to	
continue	 the	 questionnaire.	 If	 the	 participant	 did	 not	 wish	 to	 participate,	 on	 a	 voluntary	
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basis,	 a	 minimal	 set	 of	 six	 questions	 was	 to	 be	 completed.	 These	 questions	 provide	 few	
demographic	details	and	reason	for	non-participation.	Hereby	a	possible	non-response	bias,	
significant	differences	between	participants	and	non-participants,	can	be	identified.	83	
Although	 the	 questionnaire	 was	 developed	 as	 online-based	 survey	 conventional	 paper	
questionnaires	were	available	on	demand.	To	decrease	error	from	data	entry,	all	data	were	
double	keyed	and	cross-compared.	Double	keying	refers	to	a	process	in	which	two	separate	
persons	enter	information	at	separate	times.	Afterwards	the	entries	are	compared	to	make	
sure	they	match,	hereby	decreasing	error	from	data	entry.		
	
Statistical	analysis	
First,	 descriptive	 statistics	 are	 presented	 as	 percentage	 or	 median	 and	 range	 where	
appropriate.	Second,	differences	between	professions,	religious	affiliation	and	study	centers	
were	examined	by	using	the	Pearson	X2	test	or	Fisher’s	exact	test	when	observed	count	<	10	
or	 expected	 count	 <	 5	 or	 the	 Fisher-Freeman-Halton	 exact	 test	 (Monte	 Carlo	 simulation)	
when	contingency	tables	were	larger	than	2x2.	P<	.05	was	considered	to	be	significant.	The	
variables	were	dichotomized	at	the	point	most	closely	approximating	50%	and	the	Pearson	
X2	 was	 used	 to	 examine	 their	 univariate	 associations	 with	 self-reported	 religiosity,	 self-
reported	spirituality,	intrinsic	religiosity	and	religious	affiliation.	
Missing	 data	 and	 items	 marked	 as	 “does	 not	 apply”	 were	 excluded	 from	 the	 analysis.	
Questionnaires	 with	 less	 than	 50	 percent	 of	 all	 questions	 answered	 were	 excluded	 from	
analysis.		
The	survey	data	were	analysed	using	SPSS	version	20,	statistical	computer	package	for	Mac	
	 24	
Results	
Recruitment	and	demographic	features	(section	C	of	the	questionnaire)	
Recruitment	
Of	 the	 374	 eligible	 participants,	 296	medical	 professionals	 participated	 in	 this	 study	 (79%	
response	rate).	(Figure	1)	Among	these	296	professionals,	21	chose	not	to	fill	out	the	entire	
questionnaire.	They	used	the	abbreviated	version	of	the	questionnaire	with	the	minimal	set	
of	 six	 questions,	 which	 included	 basic	 demographic	 details	 and	 a	 request	 to	 specify	 the	
reason	for	non-participation	in	the	full	survey.		
	
Figure	1:	Recruitment	profile	of	the	entire	study	cohort.	
All	participants	filled	out	more	than	50%	of	the	complete	questionnaire	or	the	minimal	set	of	
questions.	(Figure	2)	Therefore,	none	was	excluded	from	analysis	for	missing	a	majority	of	
data.	
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Figure	2:	Percentage	of	active	survey	participants	who	completed	100%,	99%,	98%	or	≤97%	of	the	questions.		
(n=275)	
Study	centers	
The	 study	 population	 consisted	 of	medical	 professionals	working	 in	 perinatal	 care	 centers	
level	 I	 or	 II.	 The	 survey	 strategy	aimed	at	 recruiting	a	 spectrum	of	different	perinatal	 care	
institutions	with	 respect	 to	 the	medical	 risk	 -	 level	of	 the	 service,	 geographic	 location	and	
academic	 and	 religious	 background.	 Logistic	 feasibility	 of	 the	 survey	 was	 an	 important	
aspect	 in	the	center	recruitment	process.	Among	the	four	recruited	perinatal	care	centers,	
two	 are	 level	 I	 university	 centers,	 one	 level	 I	 center	 is	 in	 a	 catholic	 academic	 teaching	
hospital,	 and	 the	 remaining	 level	 II	 center	 is	 also	 affiliated	 with	 an	 academic	 teaching	
hospital.	All	recruited	centers	are	in	Bavaria	except	for	one	of	the	university	centers,	which	is	
located	in	the	former	East	Germany.		
The	study	centers	received	an	internal	ID	code,	generated	by	a	random	coding	system	using	
capitals	Q,	L,	B	and	C.		
Center	 Q	 provided	 122	 questionnaires	 from	 122	 eligible	 participants	 (41%	 all	 returned	
questionnaires	from	the	total	cohort),	center	L	collected	80	questionnaires	from	149	eligible	
participants	 (27%	all	 returned	questionnaires	 from	 the	 total	 cohort),	 center	B	 returned	70	
questionnaires	of	70	eligible	participants	(24%	of	all	returned	questionnaires	from	the	total	
cohort)	 and	 center	 C	 provided	 24	 questionnaires	 of	 33	 eligible	 participants	 (8%	 of	 all	
returned	questionnaires	from	the	total	cohort).	(Figure	3)	
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Figure	3:	Number	of	eligible	study	participants	(n=374)	and	number	of	returned	questionnaires	(n=	296).		Table	2	shows	an	overview	of	the	characteristics	of	the	study	centers.	
Table	 2:	 Study	 center	 characteristics	 including	 level	 of	 perinatal	 service,	 academic	 background,	 religious	
affiliation,	location	in	Germany	(former	East	or	West),	recruitment	rate.	
	
The	answers	of	the	subgroup	of	participants	who	filled	out	the	minimal	set	of	questions	are	
presented	 at	 page	 47.	 The	 following	 paragraphs	 show	 the	 results	 of	 the	 “active	 survey	
participants”.	“Active	survey	participants”	are	those	who	filled	out	the	complete,	i.e.	the	full	
version	of	the	questionnaire	(n=275).		
Participants	Table	 3	 shows	 the	 demographic	 features	 of	 those	 who	 filled	 out	 the	 complete	
questionnaire.	Appendix	1	lists	the	respective	original	questions	in	the	questionnaire.	
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Table	3:	Demographic	characteristics	of	the	subset	of	participants	who	filled	out	the	complete	questionnaire	(n	
=	275)	
n %
Study(center Q 119 43%
L 68 25%
B 64 23%
C 24 9%
Nationality German 258 94%
Other 17 6%
Age((years) 36* (23H64)**
Gender Male 46 17%
Female 229 83%
Profession Midwive 45 16%
Nurse 121 44%
Physician 109 40%
Religious(affiliation None 83 30%
Roman(Catholic 130 47%
Protestant 50 18%
Muslim 2 1%
Other 10 4%
*median
**range 	
The	entire	cohort	comprised	275	active	survey	participants.	These	professionals	included	45	
midwives	 (16%),	 121	 neonatal	 intensive	 care	 nurses	 (44%)	 and	 109	 physicians	
(neonatologists,	obstetricians)	(40%).	(Figure	4)	
16%$
44%$
40%$ Midwives$
Nurses$
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Figure	4:	Professions	of	the	275	active	survey	participants.	
Each	 center	 contributed	 similar	 percentages	 of	 participants	 from	 the	 three	 professions.	
(Figure	5)	
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Figure	5:	Representation	of	the	different	professions	in	the	four	study	centers.	
The	 majority	 of	 the	 participants	 were	 female	 (n=	 229,	 83%)	 mainly	 due	 to	 female	
predominance	in	nursing	and	obstetrics.	(Figure	6)	Conversely,	90%	of	the	male	participants	
(n=	 46)	 were	 physicians.	 The	 median	 age	 of	 all	 participants	 was	 36	 years	 (minimum	 23,	
maximum	64,	between	center	-	range	41).	(Figure	7)	
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Figure	6:	Gender	differences	between	the	professions	of	the	active	survey	participants	(n=275).	
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Figure	7:	Age	in	years	of	active	survey	participants.	(n=275)	
Nationality	
94%	of	the	participants	were	German.	Table	4	shows	the	number	of	participants	from	other	
nationalities.	The	percentage	of	foreign	participants	differed	among	study	centers;	however,	
these	differences	were	not	statistically	significant	(NS).	These	differences	might	be	related	to	
the	geographic	location	of	hospitals	(proximity	to	foreign	border)	or	historical	developments	
(East	vs.	West	Germany).	The	participants	with	a	foreign	nationality	were	mainly	physicians	
(65%).		
Table	4:	The	nationalities	of	the	active	survey	participants	who	were	not	German	(n=16).	
	
n %
Bosnia 1 6
Hungary 1 6
Luxembourg 1 6
Austria 9 58
Rumania 2 12
Singapore 1 6
Switzerland 1 6
Total 16 	
The	majority	of	the	participants	lived	in	Bavaria	(74%,	Saxony:	24%,	other	German	regions:	
1%).	(Table	5)	Participants’	places	of	birth	were	scattered	across	almost	every	region	of	
Germany.	Figure	8	shows	that	almost	50%	of	the	participants	who	lives	in	Bavaria	were	
born	elsewhere,	representing	every	other	region	of	Germany.	In	Saxony,	the	far	majority	of	
the	participants	were	born	in	Saxony,	those	who	were	born	elsewhere	came	from	eight	
other	regions	of	Germany.
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Table	5:	Places	of	current	residence	and	birth	regions	of	the	active	survey	participants	(n=275)	
place&of&residence&(n) place&of&birth&(n)
Baden4Württemberg 3 27
Bavaria 203 112
former&Berlin4West 1 2
Hamburg 1
Hessen 3
Lower&Saxony 8
North&Rhine4Westphalia 17
Rhineland4Pfalz 7
Saarland 2
Schleswig4Holstein 1
former&Berlin4Ost 2
Brandenburg 2
Mecklenburg&4Vorpommern 1
Saxony 68 57
Saxony4Anhalt 6
Thuringia 7
abroad 20
Total 275 275 	
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Figure	 8:	 Left:	 participants’	 place	 of	 birth	 of	 those	who	 live	 in	 Bavaria	 (n=203).	 Right:	 participants’	 place	 of	
birth	of	those	who	live	in	Saxony.	(n=68).	1	
																																								 																					1	Former	west	Germany	regions:	Baden-Würrtemberg,	Bavaria,	former	Berlin	west,	Ham	burg,	Hessen,	Nordrhein-Westfalen,	Rheinland-Pfalz,	Saarland,	Schleswig-Holstein.	Former	east	Germany	regions:	Mecklenburg-Vorpommern,	Brandenburg,	Saxony,	Saxony	–Anhalt,	Thuringia	and	former	Berlin	east. 
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Religious	affiliation	
The	 following	 two	 questions	 were	 asked	 in	 terms	 of	 religious	 affiliation:	 “What	 is	 your	
religious	affiliation?”	and	“Is	your	current	religious	affiliation	the	same	as	the	one	in	which	
you	 grew	 up?”.	 Among	 all	 the	 participants,	 30%	 said	 to	 have	 no	 religious	 affiliation,	 47%	
reported	to	be	Roman	Catholic,	18%	Protestant,	1%	Muslim	and	4%	indicated	other	religious	
affiliations.	Compared	 to	 the	 concurrent	 religious	affiliation,	 the	affiliation	one	grew	up	 in	
did	not	differ	much:	23%	no	 religious	affiliation,	48%	Roman	Catholic,	25%	Protestant,	1%	
Muslim	and	3%	other	religious	affiliations.	(Table	6)	The	main	change	of	religious	affiliation	
was	 seen	 among	 Protestants.	 17	 participants	 (25%)	 who	 grew	 up	 as	 protestant	 changed	
their	religious	affiliation.	Of	these	17	individuals,	15	(88%)	reported	to	have	left	their	church.	
One	 participant	 became	 Roman	 Catholic	 and	 one	 participant	 joined	 another	 religious	
affiliation	not	otherwise	specified.	Among	Roman	Catholics	only	7	participants	(5%)	changed	
their	religious	affiliation	between	adolescence	and	present	time.	One	participant	became	a	
protestant	and	six	others	left	the	church	without	joining	another	affiliation.	
Table	 6	 :	 Religious	 affiliation	 during	 childhood	 and	 presently	 of	 the	 active	 survey	 participants	 (n=275).	 The	
table	shows	absolute	numbers	and	percentages	between	brackets.		
	
What%is%your%religious%affiliation…. now?% as%you%grew%up?%
None 83%(30%) 62%(23%)
Roman%Catholic 130%(47%) 133%(48%)
Protestant 50%(18%) 67%(25%)
Muslim 2%(1%) 2%(1%)
Other 10%(4%) 11%(3%)
Total 275 275 	Figure	9	shows	the	religious	affiliations	of	the	participants	from	the	different	study	centers.	
There	are	major	differences	between	participants	from	different	study	centers.	For	example,	
in	study	center	B	the	participants	who	report	to	be	Roman	Catholic	are	overrepresented	
compared	with	the	other	study	centers.
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Figure	9:	Religious	affiliation	of	active	survey	participants	in	the	4	centers:	Q,	B,	L,	C.	
Comparing	religious	affiliation	among	different	professions,	more	physicians	reported	to	be	
Protestant	 that	 expected,	 as	 opposed	 to	 midwives	 and	 nurses,	 who	 more	 often	 than	
expected,	reported	to	have	no	religious	affiliation	(NS).	(Table	7)	
Table	7:	Religious	affiliation	and	characteristics	of	the	active	survey	participants	(n=275).	
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Germany 30% 30% 29% 5% 6%
Active@survey@participants
Current@religious@affiliation 30% 47% 18% 1% 4%
Religious@affiliation@in@which@one@grew@up 23% 48% 24% 1% 4%
Study@centers
Q@ 19%@(23) 46%@(55) 24%@(29) 2%@(2) 9%@(10)
L 72%@(49) 9%@(6) 19%@(13) 0 0
B 11%@(7) 84%@(54) 5%@(3) 0 0
C 17%@(4) 62%@(15) 21%@(5) 0 0
Profession
Midwive 36%@(16) 51%@(23) 11%@(5) 2%@(1) 0
Nurse 38%@(46) 48%@(58) 10%@(12) 4%@(5) 0
Physician 19%@(21) 45%@(49) 30%@(33) 4%@(4) 2%@(2) 	
Personal	situation	
Participants	were	asked	 to	evaluate/rate	 their	personal	 situation:	”If	 you	were	 to	 consider	
your	life	in	general	these	days,	how	happy	or	unhappy	would	you	say	you	are,	on	the	whole?”	
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More	 than	 90%	 considered	 themselves	 as	 “very	 happy”	 or	 “fairly	 happy”.	 To	 evaluate	
personal	 health	 participants	 were	 asked	 ‘In	 general,	 would	 you	 say	 your	 own	 health	 is;	
excellent,	good,	fair,	poor	or	bad?’	Personal	health	was	considered	“excellent”	or	“good”	by	
83%	 (23%	 and	 47%	 respectively).	 Satisfaction	 with	 work	 was	 rated	 as	 “very	 satisfied”	 or	
“moderately	satisfied”	by	90%	of	the	participants	(36%	and	47%	respectively).	
	
Personal	religious	and	spiritual	characteristics	(section	B	of	the	questionnaire)	
To	gain	 insight	 in	the	personal	religious	and	spiritual	characteristics	of	participants	a	set	of	
13	 items	 regarding	 personal	 values	 and	 beliefs	 were	 evaluated.	 For	 every	 item	 possible	
differences	between	professions,	study	centers	and	religious	affiliation	were	calculated;	only	
statistical	significant	differences	are	mentioned.		
	Religiosity	and	Spirituality		
Religiosity	and	spirituality	were	measured	 in	 three	different	ways:	 self-reported	 religiosity,	
self-reported	spirituality	and	intrinsic	religiosity.		
To	 evaluate	 self-reported	 religiosity	 and	 self-reported	 spirituality,	 the	 following	 two	
questions	were	asked:	“To	what	extent	do	you	consider	yourself	a	religious	person?”	and	“To	
what	extent	do	you	consider	yourself	a	spiritual	person?”		
Intrinsic	religiosity	was	measured	as	agreement	or	disagreement	with	two	statements;	“I	try	
hard	 to	 carry	my	 religious	 beliefs	 over	 into	 all	 my	 other	 dealings	 of	 life.”	 and	 “My	whole	
approach	of	life	is	based	on	my	religion.”		
Self-reported	religiosity	and	self-reported	spirituality	
Among	the	participants,	10%	(n=26)	reported	to	be	very	religious	and	16%	(n=43)	to	be	very	
spiritual,	 47%	 (n=128)	 reported	 to	 be	 moderately	 religious	 and	 46%	 (n=127)	 moderately	
spiritual,	 21%	 (n=58)	 slightly	 religious	 and	 26%	 (n=71)	 slightly	 spiritual	 and	 22%	 (n=61)	
reported	to	be	not	religious	at	all	and	12%	(n=33)	not	spiritual	at	all.	(Figure	10)	
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Figure	10:	Self-reported	religiosity	and	spirituality	by	active	survey	participants	(n=273)	
Physicians	 were	 more	 likely	 to	 report	 to	 be	 “very	 religious”	 or	 “moderately	 religious”		
compared	to	nurses.	(p=0.04)	Participants	who	report	to	have	a	religious	affiliation	are	more	
likely	to	report	to	be	“very	religious”	or	“moderately	religious”	than	participants	without	a	
religious	affiliation.	(p=0.001)	(Table	8)	
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Table	 8:	 Self-reported	 religiosity	 and	 self-reported	 spirituality	 and	 religious	 affiliation,	 study	 center	 and	
profession	of	the	active	survey	participants	(n=273).		
religious spiritual religious spiritual religious spiritual religious spiritual
Whole.study.group 10%.(26) 16%.(43) 47%.(128) 46%.(126) 21%.(58) 26%.(71) 22%.(61) 12%.(33)
Religious.affiliation:.yes 13%.(25) 18%.(35) 62%.(117) 54%.(103) 21%.(39) 22%.(42) 5%.(9) 5%.(10)
Religious.affiliation:.no. 1%.(1) 10%.(8) 13%.(11) 28%.(23) 23%.(19) 35%.(29) 63%.(52) 28%.(23)
Study.centers
Q. 8%.(9) 14%.(17) 54%.(64) 50%.(60) 23%.(27) 27%.(32) 16%.(19) 8%.(10)
L 6%.(4) 9%.(6) 24%.(16) 34%.(23) 21%.(14) 34%.(23) 50%.(34) 24%.(16)
B 16%.(10) 23%.(14) 56%.(35) 52%.(32) 16%.(10) 16%.(10) 4%.(7) 10%.(6)
C 12%.(3) 25%.(6) 54%.(13) 46%.(11) 29%.(7) 25%.(6) 4%.(1) 4%.(1)
Profession
Midwive 11%.(5) 18%.(8) 36%.(16) 45%.(20) 23%.(10) 20%.(9) 30%.(13) 16%.(7)
Nurse 8%.(10) 8%.(10) 43%.(52) 47%.(56) 20%.(24) 30%.(36) 28%.(34) 15%.(18)
Physician 10%.(11) 23%.(25) 55%.(60) 46%.(50) 22%.(24) 24%.(26) 13%.(14) 7%.(8)
Very Moderately Slightly Not.at.all
	 35	
There	are	differences	between	study	centers	concerning	self-reported	religiosity.	Among	the	
medical	 professionals	 working	 in	 study	 center	 B,	 72%	 report	 to	 be	 either	 “very	 religious”	
(16%)	or	 “moderately	 religious”	 (56%),	whereas	 in	 study	 center	 L	30%	 reports	 to	be	 “very	
religious”	(6%)	or	“moderately	religious”	(24%).	A	similar	pattern	was	seen	with	respect	to	
self-reported	spirituality.	(Figure	11)	
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Figure	11:	Self-reported	religiosity	and	self-reported	spirituality	of	active	survey	participants	comparing	the	4	
study	centers	(n=273,	2	participants	did	not	answer	these	questions).	
Correlation	religiosity	and	spirituality	
In	the	following	text,	self-reported	religiosity	and	self-reported	spirituality	are	reduced	from	
four	categories	to	three	categories.	Self-reported	religiosity	and	self-reported	spirituality	are	
categorized	 high	 if	 the	 participant	 answered	 “very	 religious”,	 moderate	 if	 the	 participant	
answered	“moderately	religious”	and	low	if	the	participant	answered	“slightly”	or	“not	at	all	
religious”.24	 This	modification	 is	 described	 by	 Curlin	 et	 al.	 and	 simplifies	 comparison	with	
intrinsic	religiosity.	
The	 religiosity	 and	 spirituality	 constructs	 are	 interrelated	 according	 to	 the	 answers	 of	 the	
survey	participants	(Table	9	and	Figure	11)	
Table	9:	Self-reported	religiosity	and	self-reported	spirituality	of	the	active	survey	participants.	(n=273)	
High%spirituality Moderate%spirituality Low%spirituality
High%religiosity 5%%(15) 3%%(9) 1%%(2)
Moderate%religiosity 7%%(20) 31%%(84) 9%%(24)
Low%religiosity 3%%(8) 12%%(33) 28%%(78) 	
	 36	
0%# 20%# 40%# 60%# 80%# 100%#
High#religiosity#
Moderate##religiosity#
Low##religiosity#
percentage)of)par,cipants)
High#spirituality#
Moderate#spirituality#
Low#spirituality#
	
Figure	12:	Overlap	between	self-reported	religiosity	and	self-reported	spirituality	in	percentages.	(n=273)	
To	evaluate	the	relationship	between	self-reported	religiosity	(high,	moderate,	low)	and	self-
reported	 spirituality	 a	 Spearman	 Rho	 correlation	 coefficient	 was	 performed.	 There	 was	 a	
strong	positive	correlation	between	the	 two	variables,	 r	 .52,	n=275,	p	<	 .01	with	high	self-
reported	religiosity	associated	with	high	self-reported	spirituality.	
Intrinsic	religiosity		
To	measure	intrinsic	religiosity	two	statements	were	used:	“I	try	hard	to	carry	my	religious	
beliefs	 over	 into	 all	 my	 everyday	 life.”	 and	 “My	 whole	 approach	 of	 life	 is	 based	 on	 my	
religion.”	 The	 majority	 (66%,	 n=183)	 of	 the	 participants	 disagreed	 with	 both	 statements,	
67%	(n=185)	of	the	participants	disagreed	with	the	former	statement,	88%(n=243)	disagreed	
with	the	latter.	 Intrinsic	religiosity	did	not	differ	significantly	by	study	center	or	profession.	
Participants	with	a	 religious	affiliation	are	more	 likely	 to	have	a	high	or	moderate	 intrinsic	
religiosity	than	those	without	a	religious	affiliation	(NS).	(Table	10)		
Table	 10:	 Intrinsic	 religiosity	 and	 religious	 affiliation,	 study	 center	 and	 profession	 of	 the	 active	 survey	
participants	(n=273).	
High%intrinsic%
religiosity
Moderate%
intrinsic%religiosity
Low%intrinsic%
religiosity
Whole%study%group 10%%(28) 23%%(62) 67%%(183)
Religious%affiliation:%yes 13%%(25) 28%%(53) 59%%(114)
Religious%affiliation:%no 4%%(3) 11%%(9) 85%%(69)
Study%centers
Q% 8%%(10) 24%%(28) 68%%(81)
L 6%%(4) 19%%(13) 75%%(50)
B 16%%(10) 28%%(18) 56%%(36)
C 17%%(4) 13%%(3) 70%%(16)
Profession
Midwive 16%%(7) 24%%(11) 60%%(27)
Nurse 8%%(10) 17%%(20) 75%%(89)
Physician 10%%(11) 29%%(31) 61%%(67) 	
Correlation	Intrinsic	religiosity	and	self-reported	spirituality	
Intrinsic	religiosity	and	spirituality	might	be	related	concepts	as	well.	7%	of	the	participants	
had	 a	 high	 intrinsic	 religiosity	 and	 reported	 to	 be	 highly	 spiritual,	 whereas	 14%	 had	 a	
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moderate	 intrinsic	 religiosity	 and	 were	 moderately	 spiritual	 and	 33%	 had	 a	 low	 intrinsic	
religiosity	and	were	low	spiritual.	(Table	11	and	Figure	13)	
Table	 11:	 Intrinsic	 religiosity	 and	 self-reported	 spirituality	 of	 the	 active	 survey	 participants.	 (n=271)	
High%spirituality Moderate%spirituality Low%spirituality
High%intrinsic%religiosity 7%%(17) 2%%(6) 1%%(4)
Moderate%intrinsic%religiosity 6%%(14) 14%%(39) 3%%(9)
Low%intrinsic%religiosity 4%%(12) 30%%(81) 33%%(89) 	
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Figure	13:	Overlap	between	intrinsic	religiosity	and	self-reported	spirituality	in	percentages.	(n=271)	
To	evaluate	the	relationship	between	intrinsic	religiosity	(high,	moderate,	low)	and	self-
reported	spirituality	a	Spearman	Rho	correlation	coefficient	was	performed	as	well.	There	
was	a	medium	positive	correlation	between	the	two	variables,	r	.42,	n=273,	p	<	.01	with	high	
intrinsic	religiosity	associated	with	high	self-reported	spirituality.
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Practice	of	faith	
Participants	were	asked	to	report	their	attendance	of	religious	services:	“How	often	do	you	
currently	attend	religious	services?”	and	“How	often	did	you	attend	religious	services	when	
you	grew	up?”.	The	results	are	shown	in	Table	12.	
Table	12:	Religious	service	attendance	of	active	survey	participants	in	the	current	and	the	past.		
current past
Never 19%/(51) 12%/(32)
Less/than/once/a/month 11%/(31) 7%/(18)
About/once/a/year 32%/(87) 12%/(33)
Several/times/a/year 23%/(64) 18%/(50)
About/once/a/month 7%/(19) 8%/(21)
Two/or/three/times/a/month 4%/(11) 9%/(24)
Nearly/every/week 3%/(7) 17%/(47)
Every/week 1%/(2) 16%/(44)
Several/times/a/week 1%/(2) 2%/(4)
Total 274 273
	
Private	 religious	 practice	 was	 obtained	 by	 questions	 concerning	 praying	 and	 meditation:	
“How	 often	 do	 you	 pray?“	 and	 “How	 often	 do	 you	 meditate?“	 	 (Table	 13).	 Participants	
report	 to	 pray	more	often	 than	 they	meditate.	Figure	 14	 shows	 the	differences	 between	
participants	of	different	study	centers.	
Table	13:	Frequency	of	prayer	(n=274)	and	meditation	(n=265)	by	active	survey	participants.		
Praying Meditation
Never 28%2(76) 59%2(163)
Less2than2once2a2year 5%2(15) 10%2(28)
About2once2or2twice2a2year 11%2(29) 7%2(20)
Several2times2a2year 20%2(55) 8%2(23)
About2once2a2month 4%2(11) 3%2(7)
Two2or2three2times2a2month 5%2(15) 3%2(7)
Nearly2every2week 4%2(10) 3%2(7)
Every2week 3%2(8) 2%2(5)
Several2times2a2week 10%2(28) 1%2(3)
Once2a2day 4%2(12) 1%2(2)
Several2times2a2day 5%2(15) 0
Total 274 265 	
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Figure	14	:	Differences	between	frequency	of	prayer	of	active	survey	participants	of	the	four	study	centers	Q,	L,	
B,	C	.	(n=274)	
Faith	was	evaluated	by	the	questions:	“Do	you	believe	in	god?“	and	“Do	you	believe	in	a	life	
after	death?	“.	More	than	half	of	the	participants	believe	in	God	(58%,	n=158),	17%	(n=46)	of	
the	participants	were	undecided.	(Figure	15)	
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Figure	15:	Percentage	of	active	survey	participants	who	stated	that	they	“believe	in	God”.	(n=273)	
Participants	 of	 study	 center	 Q	 were	 more	 likely	 to	 believe	 in	 god	 compared	 to	 the	
participants	of	study	center	L.	(p	<	0.001).	(Figure	16)	
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Figure	16:	Percentage	of	active	survey	participants	of	 the	 four	different	study	centers	Q	 (n=119),	L	 (n=68),	B	
(n=62),	C	(n=62).	(total	n	=273)		
Approximately	40%	(n=117)	of	the	participants	confirm	to	believe	in	a	life	after	death,	27%	
(n=74)	 of	 the	 participants	 were	 undecided.	 (Figure	 17)	 Participants	 without	 a	 religious	
affiliation	reported	more	often	not	to	believe	in	a	life	after	death	than	those	with	a	religious	
affiliation.	(p<0.001)	
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Figure	17:	Percentages	of	participants	who	believe	in	life	after	death.	(n=	273)	
Religious	coping,	meaning-making	and	locus	of	control	
Coping	strategies	are	used	to	understand	and	deal	with	major	problems	in	life.	“God”	may	
play	a	role	in	these	coping	strategies.	To	evaluate	this	role	of	God	the	following	two	
statements	were	propound:	“I	try	to	make	sense	of	the	situation	and	decide	what	to	do	
without	relying	on	God”	and	“I	look	to	God	for	strength,	support	and	guidance.”	The	results	
are	shown	in	Table	4.	74%	of	the	of	the	participants	agreed	with	the	statement	“I	try	to	
make	sense	of	the	situation	and	decide	what	to	do	without	relying	on	God”	and	47%	of	the	
participants	agreed	with	the	statement	“I	look	to	God	for	strength,	support	and	guidance.”	
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Table	 14:	 Percentage	 of	 active	 survey	 participants	who	 agreed	 on	 the	 following	 statements:	 “I	 try	 to	make	
sense	of	the	situation	and	decide	what	to	do	without	relying	on	God”	(n=271)	and	“I	look	to	God	for	strength,	
support	and	guidance.”	(n=273)	
Strongly)agree Agree Disagree Strongly)disagree
I)try)to)make)sense)of)the)situation)and)decide)what)to)do)without)relying)on)god.)(n=271) 26%)(72) 48%)(132) 19%)(52) 6%)(17)
I)look)to)god)for)strength,)support)and)guidance.)(n=)273) 11%)(30) 36%)(99) 32%)(88) 19%)(52) 	
Participants	with	a	religious	affiliation	agreed	more	frequently	with	the	statement	“I	look	to	
god	 for	 strength,	 support	and	guidance”	 compared	 to	 those	without	a	 religious	affiliation.	
(p<0.001)		
Meaning	making	is	trying	to	understand	a	situation	in	a	distinctive	way	and	reassessing	one’s	
beliefs	and	ambitions,	hereby	regaining	new	consistency	among	them.84,85	Three	statements	
evaluated	the	meaning-making;	results	are	shown	in	Table	15.		
Table	15:	Percentage	of	active	 survey	participants	who	agreed	on	 the	 following	statements:	 “There	 is	a	god	
who	 concerns	 himself	 with	 every	 human	 being	 personally.”	 (n=273)	 and	 “To	 me,	 life	 is	 meaningful	 only	
because	god	exists.”	(n=272)	and	“	 I	have	my	own	way	of	connecting	with	god	without	churches	or	religious	
services.”	(n=273).	
Strongly)agree Agree Disagree Strongly)disagree
There)is)a)God)who)concerns)Himself)with)every)human)being)personally.)(n=)273) 15%)(41) 28%)(77) 18%)(50) 18%)(50)
To)me,)life)is)meaningful)only)because)God)exists.)(n=)272) 5%)(14) 8%)(22) 39%)(107) 42%)(116)
I)have)my)own)way)of)connecting)with)God)without)churches)or)religious)services.)(n=)273) 12%)(33) 42%)(116) 24%)(66) 15%)(41) 	
The	 statements	 shown	 in	 Table	 16	 evaluate	 the	 locus	 of	 control.	 Persons	 who	 consider	
themselves	 as	 the	 primary	 causal	 representative	 that	 controls	 his	 or	 her	 life	 and	 the	
circumstances	around	 it	have	an	 internal	 locus	of	 control.	When	someone	beliefs	 that	 the	
primary	 causal	 representative	 that	 controls	 his	 or	 her	 life	 is	 located	 outside	 oneself	
(powerful	forces,	fate	or	other	persons)	his	or	her	locus	of	control	is	external.	86		
Table	 16:	 Percentage	 of	 active	 survey	 participants	who	 agreed	 on	 the	 following	 statements:	 “There	 is	 little	
people	 can	 do	 to	 change	 the	 course	 of	 their	 lives.”	 (n=274)	 and	 “In	 my	 opinion	 life	 does	 not	 serve	 any	
purpose.”	(n=273)	and	“Life	is	only	meaningful	if	you	provide	the	meaning	yourself.“	(n=275).	
Strongly)agree Agree Disagree Strongly)disagree Undecided
There)is)little)people)can)do)to)change)the)course)of)their)lives.)(n=)273) 2%)(5) 7%)(19) 48%)(132) 41%)(113) 2%)(5)
In)my)opinion)life)does)not)serve)any)purpose.)(n=)272) 1%))(3) 5%)(14) 32%)(88) 55%)(151) 6%)(17)
Life)is)only)meaningful)if)you)provide)the)meaning)yourself.))(n=)273) 27%)(74) 46%)(127) 17%)(47) 6%)(17) 4%)(10) 	
Only	10%	of	the	participants	agreed	with	the	following	statement:	“There	is	little	people	can	
do	to	change	the	course	of	their	lives.”		
Less	 than	10%	of	 the	participants	agreed	with	 the	 statement:	“In	my	opinion	 life	does	not	
serve	 any	 purpose.”	 and	 73%	 of	 the	 participants	 agreed	 with	 statement:	 “Life	 is	 only	
meaningful	if	you	provide	the	meaning	yourself.“		
Faith	and	daily	clinical	practice		
Participants	were	asked	whether	 they	had	ever	had	a	religious	or	spiritual	experience	that	
changed	their	 life.	Over	35%	(n=95)	of	the	participants	had	ever	had	a	religious	or	spiritual	
experience	that	changed	their	life,	30%	(n=29)	of	these	participants	experienced	this	in	the	
context	 of	 practicing	medicine.	 Participants	with	 a	 religious	 affiliation	were	more	 likely	 to	
report	a	religious	or	spiritual	experience	(p=0.001).	 In	study	center	L	participants	were	less	
likely	to	report	a	religious	or	spiritual	experience.	(p=0.001).	(Figure	18)	
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Figure	18:	Percentage	of	active	survey	participants	of	the	four	study	centers	Q,	L,	B,C	 	who	reported	to	have	
=ever	had	e	religious	or	spiritual	experience	that	changed	their	lives.	(n=272)	
To	 evaluate	 the	 role	 of	 faith	 in	 daily	 clinical	 practice	 four	 statements	 were	 propound	 as	
shown	in	Table	17.	Approximately	75%	of	the	participants	agreed	with	the	statement:	“For	
me,	 the	 practice	 of	 medicine	 is	 a	 calling.”	 and	 35%	 of	 the	 participants	 agreed	 with	 the	
statement:	 “My	 religious	 beliefs	 influence	 my	 practice	 of	 medicine.”	 Around	 20%	 of	 the	
participants	 agreed	 with	 the	 statement:	 “My	 experiences	 as	 a	 medical	 professional	 have	
caused	me	to	question	my	beliefs.”	Only	22%	of	the	participants	agreed	with	the	statement:	
“I	find	it	challenging	to	remain	faithful	to	my	religion	in	my	work	as	a	physician.”		
Table	 17:	 Percentage	 of	 active	 survey	 participants	 who	 agreed	 on	 the	 following	 statements:	 “For	 me,	 the	
practice	of	medicine	 is	a	calling.”	and	“My	religious	beliefs	 influence	my	practice	of	medicine.”	and	“I	 find	 it	
challenging	 to	 remain	 faithful	 to	my	 religion	 in	my	work	as	a	physician.”	and	“My	experiences	as	a	medical	
professional	have	caused	me	to	question	my	beliefs.”	(n=275).	
Strongly)agree Agree Disagree Strongly)disagree
For)me,)the)practice)of)medicine)is)a)calling.)(n=275) 28%)(20) 48%)(132) 22%)(61) 1%)(3)
My)religious)beliefs)influence)my)practice)of)medicine.)(n=275) 6%)(17) 29%)(80) 43%)(118) 23%)(63)
I)find)it)challenging)to)remain)faithful)to)my)religion)in)my)work)as)a)physician.)
(n=275)
3%)(8) 19%)(52) 52%)(143) 26%)(72)
My)experiences)as)a)medical)professional)have)caused)me)to)question)my)beliefs.)
(n=275)
2%)(5) 16%)(44) 49%)(133) 32%)(87) 	
The	role	of	faith	and	compassion	in	life		
To	 evaluate	 the	 role	 of	 faith	 and	 compassion	 in	 life,	 the	 following	 two	 statements	 were	
propound;	“I	feel	a	deep	sense	of	responsibility	for	reducing	pain	and	suffering	in	the	world.”	
and	“The	family	in	which	I	was	raised	emphasized	the	importance	of	serving	those	with	fewer	
resources.	“	69%	(n=190)	of	the	participants	agreed	with	the	statement:	“I	feel	a	deep	sense	
of	 responsibility	 for	 reducing	 pain	 and	 suffering	 in	 the	 world.”	 66%	 (n=	 182)	 of	 the	
participants	 agreed	with	 the	 statement:	 “The	 family	 in	which	 I	was	 raised	emphasized	 the	
importance	of	serving	those	with	fewer	resources.”		
Physicians	agreed	more	frequently	with	both	statements	compared	to	nurses	(p=0.004)	and	
midwives	(p=0.04).	Participants	with	a	religious	affiliation	agreed	more	frequently	with	both	
statements	than	those	without	a	religious	affiliation.	(p=0.02)	
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Perspectives	on	Religion/Spirituality	and	health	(section	A	of	the	questionnaire)	
Section	A	evaluates	the	personal	perspective	of	medical	professionals	on	religion/spirituality	
and	 health.	 The	 questions	 in	 this	 part	 of	 the	 questionnaire	 refer	 to	 patients	 or	 patients’	
parents	 or	 families.	 For	 the	 sake	 of	 readability	 the	 term	 patient	 is	 used	 as	 synonym	 for	
patients,	patients’	parents	and	patients’	families	in	this	section	of	the	results.	For	example,	a	
question	 concerning	 discussing	 R/S	 issues	 with	 patients;	 the	 patient	 can	 be	 the	 pregnant	
woman	or	the	parents	or	family	of	the	newborn	depending	on	the	context	of	the	question.		
Relation	between	R/S	and	health		
Three	questions	evaluate	the	perspective	of	medical	professionals	on	the	relation	between	
R/S	 and	 health:	 “Overall,	 how	 much	 influence	 do	 you	 think	 R/S	 has	 on	 patients’	 or	 on	
patients’	families	health?	“,	“Is	the	influence	of	R/S	on	health	generally	positive	or	negative?“	
and	“Do	you	think	God	or	another	supernatural	being	ever	intervenes	in	patients’	or	patients’	
families	health?”.		
61%	 (n=	 168)	 of	 the	 participants	 say	 that	 R/S	 has	 “much”	 or	 “very	 much”	 influence	 on	
patients’	or	on	patients’	families	health,	whereas	only	2%	(n=6)	of	the	participants	think	that	
R/S	has	“little”	to	“no	influence”.		
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Figure	19:	Percentage	of	active	survey	participants	who	completed	the	question:	“Overall,	how	much	influence	
do	you	think	R/S	has	on	patients’	or	on	patients’	families	health?”.	(n=275)	
Whether	 this	 influence	 is	 regarded	 as	 generally	 positive	 or	 negative	 varies	 among	
participants:	40%	(n=110)	consider	this	influence	as	generally	positive,	whereas	56%	(n=154)	
of	the	participants	are	ambivalent	 (could	be	positive	or	negative).	The	opinion	on	whether	
God	or	another	supernatural	being	ever	intervenes	in	patients’	health	was	different	among	
the	participants,	34%	said	yes,	36%	said	no	and	29%	was	undecided.	(Figure	20)	
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Figure	20:	Percentage	of	active	survey	participants	who	completed	the	questions:	“Is	the	influence	of	R/S	on	
health	generally	positive	or	negative?“	and	“Do	you	think	God	or	another	supernatural	being	ever	intervenes	
in	patients’	or	patients’	families	health?”.	(n=275)	
Compared	to	participants	from	the	other	study	centers,	participants	of	study	center	L	more	
frequently	did	not	think	that	God	or	another	supernatural	being	ever	intervenes	in	patients’	
health.	(p=0.002)	(Figure	21)	
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Figure	 21:	 Percentage	 of	 active	 survey	 participants	 of	 the	 four	 study	 centers,	 Q,	 L,	 B,	 C	who	 answered	 the	
question:	“Do	you	think	God	or	another	supernatural	being	ever	 intervenes	 in	patients’	or	patients’	 families	
health?”	(n=275)	
How	to	deal	with	R/S	in	daily	clinical	practice		
Two	 questions	 evaluated	 the	 appropriateness	 of	 discussing	 R/S	 issues	 with	 patients:	 “In	
general,	is	it	appropriate	or	inappropriate	for	a	physician	to	discuss	R/S	issues	when	a	patient	
or	patients’	parents	brings	them	up?“	and	“In	general,	is	it	appropriate	or	inappropriate	for	a	
physician	 to	 inquire	 about	 a	 patients’	 or	 patients’	 parents	 R/S?	 “.	 Almost	 all	 medical	
professional	 (98%,	n=	270)	 reported	 to	 find	 it	 “always”	or	 “usually	appropriate”	 to	discuss	
R/S	 issues	with	a	patients	when	the	patient	brings	these	 issues	up.	Still	 the	majority	 (69%,	
n=190)	of	the	participants	think	it	is	appropriate	to	discuss	R/S	issues	even	when	the	medical	
professional	actively	inquires	about	it.	(Figure	22)	
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Figure	 22:	 Percentage	 of	 active	 survey	 participants	 who	 answered	 the	 questions	 on	 appropriatness	 of	
discussing	R/S	with	patients.	(n=275)	
The	majority	of	the	participants	of	center	C	thought	it	to	be	inappropriate	for	a	physician	to	
inquire	 about	 a	 patients’	 R/S	 whereas	 in	 the	 other	 study	 centers	 the	 majority	 of	 the	
participants	thought	it	to	be	appropriate	to	inquire.	(p=0.03)	(Figure	23)	
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Figure	23:	Percentage	of	active	survey	participants	of	the	four	different	study	center	Q,	L,	B.C	who	completed	
the	 following	 question:	 “In	 general,	 is	 it	 appropriate	 or	 inappropriate	 for	 a	 physician	 to	 inquire	 about	 a	
patients’	or	patients’	parents	R/S?”.	(n=275)	
Inquire	about	R/S		
To	evaluate	 the	behaviour	 and	perspectives	on	 inquiry	 about	R/S	 issues	participants	were	
asked:	“Do	you	ever	inquire	about	patients’	or	patients’	parents	R/S	issues?”	and	“If	yes,	how	
often	do	you	inquire?”.	Subsequently	the	following	statements	were	propound:	“I	would	feel	
comfortable	 discussing	 a	 patients’	 or	 patients’	 parents	 R/S	 concerns	 if	 the	 patients	 or	
patients’	 parents	 brought	 them	 up.”	 and	 	 “I	 enjoy	 discussing	 R/S	 issues	 with	 patients	 or	
patients’	parents.”		
Approximately	 50%	 (n=	 141)	 of	 the	 participants	 ever	 inquire	 about	 R/S	 issues.	 If	 one	
inquires,	24%	(n=73)	does	so	rarely,	42%	(n=62)	sometimes,	7%	(n=11)	often	and	1%	(n=3)	
always.	When	 a	medical	 professional	 discusses	 R/S	 issues	 with	 patients,	 they	 report	 that	
patients	never	or	rarely	(94%)	seem	uncomfortable	about	it.	Almost	every	participant	(91%,	
n=	 261)	 agreed	 with	 the	 statement	 “I	 would	 feel	 comfortable	 discussing	 a	 patients’	 R/S	
concerns	if	the	patients	brought	them	up.“	on	the	other	hand	50%	(n=141)	agreed	with	the	
statement:	“I	enjoy	discussing	R/S	issues	with	patients.”	
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Participants	with	a	religious	affiliation	were	more	likely	to	agree	with	the	statement	“I	enjoy	
discussing	R/S	issues	with	patients.”	(p<0.05)	
When	medical	 professionals	 are	asked	how	often	 they	 inquire	 about	R/S	 issues	 in	 specific	
clinical	situations	they	are	more	 likely	 to	discuss	R/S	 issues	when	the	nature	of	 the	clinical	
situation	is	severe,	for	example	concerning	frightening	diagnosis,	an	ethical	quandary	or	end	
of	life	situations.	(Table	18)	
Table	 18:	 Percentage	 and	 absolute	 number	 of	 active	 survey	 participants	 who	 answered	 the	 questions	 on	
inquiry	about	R/S	issues	in	specific	clinical	situations.		
In#the#following#clinical#situations,#how#often#do#you#inquire#about#R/S#issues? Never Rarely Sometimes Often Always
When#a#patient#or#a#patients’#parent#comes#for#a#history#and#physical.#(n=273) 79%#(216) 15%#(41) 3%#(8) 2%#(5) 1%#(3)
When#a#patient#or#a#patients’#parent#presents#with#a#minor#illness#or#injury.#
(n=274) 92%#(252) 7%#(19) 0,4%#(1) S S
When#a#patient#or#a#patients’#parent#faces#a#frightening#diagnosis#or#crisis.#(n=274) 21%#(58) 29%#(79) 30%#(82) 19%#(52) 3%#(8)
When#a#patient#or#a#patients’#parent#faces#end#of#life.#(n=274) 9%#(25) 12%#(33) 18%#(49) 36%#(99) 25%#(69)
When#a#patient#or#a#patients’#parent#suffers#from#anxiety#or#depression.(n=272) 28%#(76) 29%#(79) 27%#(73) 13%#(35) 2%#(5)
When#a#patient#or#a#patients’#parent#faces#an#ethical#quandary.#(n=274) 18%#(49) 20%#(55) 32%#(88) 23%#(63) 8%#(22)
	
Nurses	 were	 less	 likely	 to	 inquire	 about	 patients	 R/S	 issues	 than	midwives	 or	 physicians.	
(p=0.04)	
Participants	were	asked	how	they	react	in	discussions	with	patients	concerning	R/S	issues,	as	
shown	in	Table	19.	
Table	19:	Percentage	and	absolute	number	of	active	survey	participants	who	answered	the	questions	on	how	
they	react	in	discussions	with	patients	concerning	R/S	issues.	
When%R/S%issues%come%up%in%discussions%with%patients%or%patients’%parents,%how%often%do%you%respond%in%the%following%ways?% Never Rarely Sometimes Often Always
I%listen%carefully%and%empathetically.%(n=273) 2%%(5) 1%%(3) 7%%(19) 44%%(120) 46%%(126)
I%try%to%change%the%subject%in%a%tactful%way.%(n=273) 40%%(109) 37%%(101) 18%%(49) 4%%(10) 1%%(3)
I%encourage%patients%in%their%own%R/S%beliefs%and%practices.%(n=274) 7%%(19) 12%%(33) 30%%(82) 37%%(101) 14%%(38)
I%respectfully%share%my%own%religious%ideas%and%experiences.%(n=274) 29%%(79) 40%%(110) 23%%(63) 6%%(16) 2%%(5)
I%pray%with%the%patient%or%patients’%parents.%(n=274) 48%%(132) 38%%(104) 10%%(27) 2%%(5) 2%%(5) 	
When	 R/S	 issues	 come	 up	 in	 discussions	 with	 patients	 90%	 (n=246)	 of	 the	 medical	
professionals	 say	 to	 listen	 carefully	 and	 empathetically,	 they	 are	 unlikely	 to	 change	 the	
subject	 (77%,	n=211)).	On	the	other	hand,	 they	are	reserved	when	 it	comes	to	share	 their	
own	religious	ideas	and	experiences.		
Praying	and	talking	about	personal	religious	beliefs		
Participants	were	asked	whether	 they	 find	 it	appropriate	 to	pray	with	patients	and	 to	 talk	
about	 their	own	religious	beliefs	or	experiences	with	patients.	This	was	evaluated	 through	
the	 following	 two	questions:	 “When,	 if	ever,	 is	 it	appropriate	 for	a	medical	professional	 to	
talk	 about	 his	 or	 her	 own	 religious	 beliefs	 or	 experiences	 with	 a	 patient?	 (3	 point	 scale;	
never,	only	when	the	patient	or	patients’	parents	asks,	whenever	the	medical	professional	
senses	 it	 would	 be	 appropriate)“	 and	 “When,	 if	 ever,	 is	 it	 appropriate	 for	 a	 medical	
professional	 to	pray	with	a	patient	or	patients’	parents;	only	when	the	patient	or	patients’	
parents	asks,	whenever	the	medical	professional	senses	it	would	be	appropriate,	never?”	 In	
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general	 it	 is	 thought	 to	 be	 appropriate	 for	medical	 professionals	 to	 talk	 about	 their	 own	
religious	 beliefs	 and	 pray	with	 patients,	 yet	 the	majority	 (69%,	 n=190)	 of	 the	 participants	
thinks	this	should	be	only	when	the	patient	actively	inquires	about	this	and	8%	(n=22)	of	the	
participants	said	 it	 is	never	appropriate.	74%	of	the	participants	find	 it	appropriate	to	pray	
with	patients	when	they	ask,	10%	of	the	participants	said	it	is	never	appropriate	to	pray	with	
patients.		
Influence	of	R/S	on	patient	treatment	and	behaviour?		
The	questions	listed	in	Table	20	relate	to	the	personal	experience	of	medical	professionals	
concerning	the	influence	of	R/S	on	patients’	behaviour.		
Table	20:		Percentage	and	absolute	number	of	active	survey	participants	who	answered	the	questions	on	how	
R/S	influences	patients’	behaviour.	(n=	
In#your#experience,#how#often#have#your#patients#or#patients’#parents…. Never Rarely Sometimes Often Always
mentioned#R/S#issues#like#God,#prayer,#meditation,#the#Bible,#etc.?#(n=275) 6%#(17) 63%#(173) 28%#(76) 3%#(8) 0,4%#(1)
received#emotional#or#practical#support#from#their#religious#community?#(n=275) 5%#(14) 25%#(69) 50%#(137) 19%#(52) 1%#(3)
used#R/S#as#a#reason#to#avoid#taking#responsibility#for#their#own#health#or#the#
health#of#their#child?#(n=275)
23%#(63) 52%#(141) 22%#(60) 2%#(5) 0,4%#(1) 	Table	21	shows	statements	concerning	R/S	and	its	influence	on	patients.	The	majority	of	the	
participants	 think	 that	R/S	helps	patients	 to	cope	with	and	endure	 illness	 (61%	often,	35%	
sometimes).	R/S	may	give	patients	negative	and	positive	emotions,	the	questions	shown	in	Table	 21	 evaluate	 this	 influence.	 56%	 of	 the	 participants	 think	 that	 R/S	 rarely	 causes	
negative	emotions	and	61%	thinks	 that	R/S	often	give	patients	a	positive,	hopeful	 state	of	
mind.	R/S	rarely	(according	to	54%	of	the	participants)	leads	patients	to	refuse,	delay	or	stop	
medically	 indicated	 therapy.	 Considering	 R/S	 as	 a	 possible	 mechanism	 to	 prevent	 severe	
medical	 problems	 like	 respiratory	 problems,	 infections	 or	 death,	 the	 participants	 hold	
different	 views:	 34%	 of	 the	 participants	 think	 it	 never	 prevents	 severe	medical	 problems,	
whereas	41%	 think	 it	 rarely	does	 so	and	21%	believe	 that	R/S	 sometimes	prevents	 severe	
medical	 problems.	 Almost	 half	 of	 the	 participants	 believe	 that	 the	 experience	 of	 illness	
increases	patients’	awareness	of	and	focus	on	R/S.		
Table	 21:	 Percentage	 and	 absolute	 number	 of	 participants	 who	 answered	 the	 following	 questions	 on	 the	
influence	of	R/S	on	illness.		
Considering*your*experience,*how*often*do*you*think*R/S…. Never Rarely Sometimes Often Always
helps*patients*or*patients’*parents*to*cope*with*and*endure*illness*and*suffering?*
(n=274) 0,4%*(1) 3%*(8) 35%*(96) 61%*(167) 2%*(5)
causes*guilt,*anxiety,*or*other*negative*emotions*that*lead*to*increased*suffering?*
(n=274) 12%*(33) 56%*(154) 30%**(82) 2%*(5) 0,4%*(1)
gives*patients*or*patients’*parents*a*positive,*hopeful*state*of*mind?*(n=274) 0 3%*(8) 36%*(99) 61%*(167) 0,4%*(1)
leads*patients*or*patients’*parents*to*refuse,*delay,*or*stop*medically*indicated*
therapy?*(n=272) 5%*(14) 54%*(141) 36%*(98) 5%*(14) R
helps*to*prevent*severe*medical*problems*like*respiratory*problems,*infections*or*
death?*(n=271) 34%*(92) 41%*(114) 21%*(57) 3%*(8) R
How*often*would*you*say*that*the*experience*of*illness*increases*patients’*or*
patients’*parent’s*awareness*of*and*focus*on*R/S?**(n=274) 1%*(3) 10%*(27) 46%*(134) 42%*(115) 1%*(3) 	
Reasons	for	not	discussing	R/S	issues	with	patients	
Almost	 50%	 (n=	 118)	 of	 the	 medical	 professionals	 report	 to	 experience	 barriers	 that	
discourage	them	from	discussing	R/S	issues	with	patients.	Insufficient	time,	knowledge	and	
training	as	well	as	the	concern	to	offend	patients	are	to	most	commonly	mentioned	reasons.	
(Figure	 24)	 	 Social	 burden	 does	 not	 seem	 to	 keep	 medical	 professionals	 from	 speaking	
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about	R/S	issues,	only	3	participants	reported	not	to	discuss	R/S	issues	with	patients	because	
they	are	concerned	their	colleagues	will	disapprove.		
	
	
Figure	 24:	 Percentage	 and	 absolute	 number	 of	 active	 survey	 participants	 who	 answered	 the	 questions	 on	
barriers	that	discourage	them	from	discussing	R/S	issues	with	patients.		
Approximately	80%	(n=226)	of	the	participants	never	had	any	formal	training	regarding	R/S	
in	medicine.	(Figure	25)	
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Figure	 25:	 Percentage	 and	 absolute	 numbers	 of	 active	 survey	 participants	 who	 reported	 to	 have	 had	 any	
formal	training	regarding	R/S	in	medicine	and	the	characteristics	of	these	trainings.	(n=275)	
Controversial	issues	in	medicine		
Regarding	 controversial	 issues	 in	 medicine,	 the	 questionnaire	 contained	 the	 following	
medical	practices:	physician	assisted	suicide,	sedation	to	unconsciousness	in	dying	patients,	
withdrawal	of	artificial	 life	 support,	abortion	 for	congenital	abnormalities	and	abortion	 for	
failed	 contraception.	 It	was	 asked	 that	 if	 the	 participant	 objected	 to	 one	 of	 the	 following	
medical	 practices	 to	 state	 whether	 this	 objection	 was	 for	 a	 religious	 reason,	 for	 reasons	
unrelated	to	religion	or	both.	
Table	 22:	 Percentage	 and	 absolute	 number	 of	 active	 survey	 participants	 who	 answered	 the	 questions	
regarding	controversial	issues	in	medicine.	
No#objection religious#objections
Non0religious#
objections
Both#religious#
and#non0
religious
Physician#assisted#suicide.#(n=272) 25%#(68) 6%#(16) 27%#(73) 41%#(112)
Sedation#to#unconsciousness#in#dying#patients.#(n=273) 61%#(167) 2%#(5) 23%#(63) 13%#(35)
Withdrawal#of#artificial#life#support.#(n=273) 80%#(218) 2%#(5) 9%#(25) 8%#(22)
Abortion#for#congenital#abnormalities#(n=273) 43%#(117) 10%#(27) 21%#(57) 25%#(68)
Abortion#for#failed#contraception#(n=273) 18%#(49) 10%#(27) 33%#(90) 38%#(104)
	
The	 majority	 of	 the	 medical	 professionals	 (80%,	 n=218)	 had	 no	 objection	 to	 withdraw	
artificial	life	support.	Similarly,	over	60%	had	no	objection	to	sedation	to	unconsciousness	in	
dying	 patients.	 Whereas	 abortion	 for	 failed	 contraception	 as	 well	 as	 physician	 assisted	
suicide	only	30%	of	the	participants	had	no	objections.	(Table	22)	
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Concerning	 abortion	 for	 congenital	 abnormalities	 there	 were	 clear	 differences	 between	
subgroups.	Physicians	and	midwives	had	more	 frequently	objections	 than	nurses.	 (p=0.02)	
(Figure	26)	
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Figure	 26:	 Percentage	 and	 absolute	 number	 of	 active	 survey	 participants	 who	 answered	 the	 questions	 on	
objections	to	abortion	for	congenital	abnormalities.	(n=273)	
Participants	 were	 asked	 to	 give	 their	 opinion	 on	 possible	 objections	 to	 legal	 medical	
procedures	as	shown	in	Table	23.	
Table	23:	Percentage	and	absolute	number	of	active	survey	participants	who	answered	the	questions	on	legal	
medical	procedures.		
Imagine(the(following(situation:(A(patient(or(patients’(parents(requests(a(legal(medical(procedure,(but(the(physician(objects(
to(the(procedure(due(to(religious(or(moral(reasons. Yes No
Does(the(physician(have(an(obligation(to(present(all(possible(options(to(the(patient(or(the(patients’(parents(including(
information(about(obtaining(the(requested(procedure?((n=267) 98%((261) 2%(((((((((6)
Does(the(physician(have(an(obligation(to(refer(the(patients(or(patients’(parents(to(someone(who(does(not(object(to(the(
requested(procedure?((n=221) 76%((169) 24%((((52)
Would(it(be(ethical(for(the(physician(to(plainly(describe(to(the(patient(why(he(or(she(objects(to(the(requested(procedure?(
(n=229) 80%((184) 20%(((((45) 	
When	 a	 patient	 requests	 a	 legal	 medical	 procedure,	 but	 the	 physician	 objects	 to	 the	
procedure	due	to	religious	or	moral	reasons,	95%	of	the	participants	hold	the	opinion	that	
the	 physician	 has	 an	 obligation	 to	 present	 all	 possible	 options	 to	 the	 patient	 including	
information	about	obtaining	the	requested	procedure.	Around	60%	of	the	participants	think	
that	the	physician	has	an	obligation	to	refer	the	patients	to	someone	who	does	not	object	to	
the	requested	procedure	and	almost	70%	of	the	participants	hold	the	opinion	that	it	would	
it	be	ethical	for	the	physician	to	plainly	describe	to	the	patient	why	he	or	she	objects	to	the	
requested	procedure.	 	
Grief		
Participants	were	presented	 the	 following	case:	“A	mother	presents	 to	you	with	 continued	
deep	 grieving	 two	months	 after	 the	 death	 of	 her	 newborn	 child.	 If	 you	were	 to	 refer	 this	
mother,	to	which	of	the	following	would	you	prefer	to	refer	first?	A	health-care	chaplain,	a	
clergy	member/other	 religious	 counsellor,	 psychiatrist/psychologist	 or	 other	 ”	 Almost	 50%	
(n=129)	of	the	participants	reported	to	refer	to	a	health	care	chaplain.		
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Around	90%	(n=246)	of	the	participants	report	to	be	“very	satisfied”	or	“satisfied”	with	their	
experience	with	chaplains	and	other	pastoral	care	professionals.		
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Participants	who	filled	out	the	minimal	set	of	questions	
Participants	who	were	not	willing	 to	 fill	 out	 the	 complete	questionnaire	were	asked	 to	 fill	
out	 a	minimal	 set	 of	 nine	 questions	 concerning	 gender,	 year	 of	 birth,	 religious	 affiliation;	
current	and	past,	nationality,	profession	and	reason	for	non	participation.	In	total	21	medical	
professionals	 elected	 to	 only	 fill	 out	 the	 minimal	 set	 of	 questions.	 The	 demographic	
characteristics	 are	 shown	 in	 Table	 24.	 Reasons	 for	 non-participation	 were	 evaluated	 as	
shown	in	Table	 25.	The	most	common	reason	for	non-participation	was	no	 interest	 in	the	
study.	
Table	24:	Demographic	characteristics	of	the	participants	who	filled	out	the	minimal	set	of	questions.	(n=21)	
	
n %
Participants 21
Nationality German 20 95%
Other 1 5%
Age;(years) 37* (24B56)**
Gender Male 2 10%
Female 19 90%
Profession Midwive 3 14%
Nurse 15 71%
Physician 1 5%
Unkown 2 10%
*median
**range 	
Table	 25:	 Reasons	 for	 non-participation	 reported	 by	 the	 participants	 who	 filled	 out	 the	 minimal	 set	 of	
questions.	(n=21)	
Reasons'for'non*participation: n
I’m'not'interested'in'this'study 6
I'have'no'time'to'fill'out'the'questionnaire 3
I’m'uncomfortable'with'the'topic'R/S 4
Unknown 8
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The	influence	of	personal	religiosity	and	spirituality	of	the	participants	
One’s	own	religiosity	or	spirituality	may	influence	a	person’s	answer	on	the	questions	of	this	
questionnaire.	In	this	perspective	the	next	part	of	the	results	will	review	three	questions	and	
five	statements	of	the	questionnaire	more	thoroughly.	
Inquire	about	R/S	issues	
Participants	who	are	“very”	or	“moderately”	spiritual	are	significantly	more	likely	to	inquire	about	R/S	issues	
than	 those	 who	 are	 slightly	 spiritual	 (p=0.002).	 (Table	 26)	 Participants	 with	 high	 and	 moderate	 intrinsic	
religiosity	 are	 significantly	 more	 likely	 to	 inquire	 about	 R/S	 issues	 than	 the	 participants	 with	 low	 intrinsic	
religiosity	(p<	.05)	(Table	27)	A	significant	association	between	the	self-reported	religiosity	of	the	participants	
and	their	willingness	to	inquire	about	R/S	issues	could	not	be	proven	in	this	study.	(	Table	28)		
Table	26:	Self-reported	spirituality	of	the	active	survey	participants	and	their	willingnes	to	 inquire	about	R/S	
issues	in	percentages	and	absolute	numbers	.	(n=272)		
Do#you#ever#inquire#about#patients'#R/S#issues? Ve
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Yes 63%#(27) 56%#(70) 32%#(23) 58%#(19)
No 37%#(16) 44%#(55) 68%#(48) 42%#(14) 	
	
Table	27:	Intrinsic	religiosity	of	the	active	survey	participants	and	their	willingnes	to	inquire	about	R/S	issues	in	
percentages	and	absolute	numbers	.	(n=272)	
Do you ever inquire about patients' R/S 
issues? Int
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Yes 68% (19) 66% (40) 44% (81)
No 32% (9) 34% (21) 56% (102) 	
	
Table	28:	Self-reported	 religiosity	of	 the	active	 survey	participants	and	 their	willingnes	 to	 inquire	about	R/S	
issues	in	percentages	and	absolute	numbers	.	(n=272)	
	
Do you ever inquire about patients' R/S issues? Ve
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Yes 62% (16) 54% (69) 46% (26) 46% (28)
No 38% (10) 46% (59) 54% (31) 54% (33) 	
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The	influence	of	R/S	on	health	
A	 statistically	 significant	 association	 between	 self-reported	 spirituality,	 self-reported	
religiosity	 and	 intrinsic	 religiosity	 of	 the	participants	 and	 their	 opinion	on	 the	 influence	of	
R/S	on	health	could	not	be	proven.	Tables	are	listed	in	Appendix	2	
Behaviour	concerning	R/S	issues	
A	statistically	 significant	association	between	personal	 spirituality	of	participants	and	 their	
behaviour	concerning	R/S	issues	could	not	be	proven.	Tables	are	listed	in	Appendix	3.	
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Discussion	
The	 purpose	 of	 this	 study	 was	 to	 evaluate	 religious	 and	 spiritual	 characteristics	 and	
perspectives	of	medical	professionals	working	in	perinatal	care.		
Descriptive	analysis		
Four	perinatal	care	centers	enrolled	 in	 this	study.	275	participants	answered	the	complete	
questionnaire	containing	47	questions.	The	recruitment	rate	was	high	(78%),	a	response	rate	
>	 75%	minimizes	 the	 bias	 due	 to	 non-response.	 87	 This	 high	 recruitment	 rate	 allows	 us	 to	
draw	conclusions	that	are	representative	for	the	study	centers.		
The	 four	 study	 centers	were	 chosen	 in	 order	 to	 represent	 a	 broad	demographic	 variance,	
while	 logistic	 feasibility	 had	 to	 be	 warranted.	 The	 study	 cohort	 does	 not	 constitute	 a	
representable	sample	 for	 the	entire	nation.	Therefore,	conclusions	cannot	be	extrapolated	
to	all	perinatal	care	centers	in	Germany.		
The	275	participants	included	45	midwives	(16%),	121	neonatal	intensive	care	nurses	(44%)	
and	109	physicians	(neonatologists,	obstetricians)	(40%).	Midwives	were	underrepresented	
(16%)	 compared	 to	 nurses	 (44%)	 and	 physicians	 (40%).	 Midwives	 are	 often	 professionals	
working	 independently.	 They	 frequently	 fulfil	 tasks	 as	 family	 midwives	 or	 pregnancy	
consultants	outside	 the	hospital	as	well.	This	constellation	might	have	caused	midwives	 to	
be	 less	 likely	 to	participate	 in	 this	 clinical	 study.	The	majority	of	participants	were	 female,	
this	can	be	explained	by	the	female	predominance	in	nursing,	obstetrics	and	neonatology.		
Among	 all	 the	 participants,	 30%	 said	 to	 have	 no	 religious	 affiliation,	 47%	 reported	 to	 be	
Roman	Catholic,	18%	Protestant	and	5%	 indicated	other	 religious	affiliations.	The	 religious	
affiliation	of	a	person	can	change	during	life.	Nevertheless	the	religious	affiliation	one	grew	
up	 in	 might	 still	 influence	 a	 person’s	 current	 behaviour	 and	 attitude	 towards	 religion	 or	
spirituality.	Therefore,	both	current	religious	affiliation	and	the	religious	affiliation	one	grew	
up	in	were	obtained.	In	the	population	of	this	study,	the	current	religious	affiliation	did	not	
differ	 much	 from	 the	 religious	 affiliation	 one	 grew	 up	 in.	 The	 religious	 affiliations	 in	 our	
study	 compared	 with	 the	 religious	 affiliation	 of	 the	 entire	 German	 population	 differed;	
Roman	 Catholics	 were	 overrepresented	 whereas	 Protestants	 and	 Muslims	 were	
underrepresented.	 Differences	may	 be	 explained	 by	 a	 number	 of	 reasons.	 Probably	most	
important	 is	 the	 specifics	 of	 the	 population	 investigated	 in	 the	 study	 sample	 (medical	
professionals	only	and	the	geographical	location	of	the	study	centers).		
Religiosity	and	spirituality	
In	 our	 study	population	 adherence	 to	 religious	 affiliation	was	quite	 stable,	 only	 21	of	 275	
participants	left	their	church.	In	the	last	decades,	religious	diversity	in	Germany	underwent	
discrete	but	definite	changes.	The	importance	of	individualism	and	pluralism	is	rising	in	the	
current	 secularized	 society.	The	consequences	of	 these	changes	are	difficult	 to	predict.	To	
gain	 better	 insight	 in	 change	 in	 religion	 and	 its	 significance	 within	 the	 social	 context,	 a	
religion	 monitor	 survey	 was	 conducted	 in	 2013	 (first	 release	 2007)	 by	 the	 Bertelsmann	
Stiftung.	 The	 Bertelsmann	 Stiftung	 is	 a	 private	 operating	 foundation	 that	 is	 dedicated	 to	
serving	 the	 common	 good.88	 The	 religion	 monitor	 survey	 exhibits	 a	 marked	 religious	
difference	 between	 West	 and	 East	 Germany.	 Whereas	 the	 population	 of	 former	 West	
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Germany	still	retains	its	adherence	to	religious	affiliations	(Roman-Catholic,	Protestant),	the	
states	of	 former	East	Germany	are	characterized	by	a	more	 secular	 culture.	This	 finding	 is	
stable	over	the	last	five	years.	In	both	West	and	East	Germany,	a	decline	in	the	importance	
of	religion	in	daily	life	is	reported.	59	
The	majority	of	the	participants	of	our	study	described	themselves	as	moderately	religious	
and	 spiritual.	 Physicians	were	more	 likely	 to	describe	 themselves	 as	 spiritual	 compared	 to	
nurses.	Compared	to	the	general	German	population,	the	participants	of	this	study	are	more	
religious	 and	 spiritual.	 According	 the	 religion	 survey	 monitor	 of	 2007,	 in	 West	 Germany	
every	fifth	person	describes	him-	or	herself	very	religious,	around	35%	reports	to	be	slightly	
or	not	religious	at	all.	In	East	Germany	the	shift	towards	slightly	or	not	religious	at	all	is	even	
greater,	up	to	72%.	Among	people	in	West	Germany	59%	considers	him-	or	herself	slightly	or	
not	spiritual	at	all,	in	East	Germany	this	goes	up	to	77%.	59	
This	difference	between	the	study	population	and	the	general	german	population	might	be	
related	 in	 part	 to	 the	 profession.	 People	 who	 are	more	 spiritual	 or	 religious	might	 more	
frequently	 choose	 a	 profession	 that	 embodies	 “doing	 good”	 and	 helping	 fellow	 human	
being.		
Participants	who	have	a	religious	affiliation	were	more	likely	to	report	to	be	“very	religious”	
or	 “moderately	 religious”	 than	 participants	 without	 a	 religious	 affiliation.	 There	 are	
differences	 between	 participants	 of	 the	 different	 study	 centers	 concerning	 religiosity	 and	
spirituality.	 This	 might	 be	 mediated	 through	 the	 influence	 of	 geographical	 distribution	 of	
religious	affiliation	on	the	level	of	religiousness	and	spirituality.		
Among	participants	16%	attend	religious	services	once	a	month	or	more	frequently.	This	 is	
comparable	 to	 the	 German	 population	 (12%	 East	 Germany	 and	 22%	West	 Germany)	 but	
clearly	less	frequent	compared	to	U.S.	physicians	(46%)	as	measured	by	Curlin	et	al.58	59	The	
differences	 between	 the	 U.S.	 and	 Germany	 are	 congruent	 with	 other	 reports	 and	 fit	 the	
secularized	 European	 context.	 Besides	 secularization,	 some	 say	 that	 the	 decline	 of	 church	
attendance	 can	be	 seen	as	 a	path	of	 individualism	 instead	of	 a	 loss	of	 significance	of	R/S.	
Religion	might	 still	be	 thriving	 in	 the	minds	of	people	and	 taken	on	various	 forms.	Hereby	
becoming	more	‘individual’	and	thereby	‘invisible’.89	These	more	individual	forms	of	religion	
are	reflected	by	50%	of	the	participants	who	reported	to	have	their	own	way	of	connecting	
with	 god	 without	 churches	 or	 religious	 services.	 This	 more	 individual	 form	 of	
religious/spiritual	 practice	 also	 reflected	 by	 the	 fact	 that	 over	 35%	 of	 the	 participants	
reported	to	have	ever	had	a	religious	or	spiritual	experience	that	changed	their	life,	a	third	
of	these	participants	even	experienced	this	in	the	context	of	practicing	medicine.	
35%	 of	 the	 participants	 reported	 that	 their	 religious	 beliefs	 influence	 their	 practice	 of	
medicine.	Several	factors	may	influence	moral	decision-making,	including	one’s	own	religion	
or	spirituality.90	Therefore	it	is	important	for	medical	professionals	to	be	aware	of	their	own	
religiosity	 or	 spirituality.	 Besides	 being	 aware	 of	 one’s	 own	 religious/spiritual,	 knowing	 a	
patient’s	(including	their	religious	and	spiritual)	background	may	be	a	key	feature	for	a	good	
professional	 relationship.	 To	 sustain	 a	 good	 professional	 relationship	 can	 be	 challenging,	
especially	 when	 one’s	 own	 religious/spiritual	 perspectives	 is	 at	 odds	 with	 the	
religious/spiritual	 background	 of	 the	 patient.	 Medical	 professionals	 might	 often	 better	
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understand	 patients’	 point	 of	 view	 by	 coming	 to	 terms	 with	 their	 own	 ideologies	 and	
perspectives.	Participation	in	our	study	may	therefore	be	worthwhile	in	itself.	
Influence	of	R/S	on	health	
Religiosity	and	spirituality	may	influence	health	in	several	ways.	R/S	may	form	a	paradigm	to	
understand,	cope	with	and	endure	illness.	It	may	provide	emotional	an	practical	support	via	
a	religious	community	91	Furthermore,	there	may	be	association	between	R/S	and	health	in	a	
biomechanical	way,	resulting	in	a	positive	influence	of	R/S	on	health	outcomes.	92-94		
The	96%	of	the	medical	professionals	in	this	study	think	that	R/S	has	an	influence	on	health,	
this	 percentage	was	much	higher	 than	 expected	by	 the	 investigators.	 They	were	 asked	 to	
value	the	influence	of	R/S	on	health.	This	influence	can	be	both	positive	and	negative.	40%	
of	 the	 participants	 consider	 this	 influence	 as	 generally	 positive,	 whereas	 56%	 of	 the	
participants	are	ambivalent	(could	be	positive	and	negative).	This	could	mean	that	religious	
or	 spiritual	 issues	 could	 interfere	with	 treatment.	 Specific	 conditions	or	 treatment	options	
might	 not	 be	 accepted	 by	 patients	 due	 to	 religious	 or	 spiritual	 obligations	 or	 beliefs.	 To	
understand	 and	 cope	 with	 these	 situations,	 awareness	 of	 religious/spiritual	 needs	 of	
patients	 is	 crucial.	 Nevertheless	 participants	 think	 R/S	 is	 rarely	 used	 as	 a	 reason	 to	 avoid	
taking	 responsibility	 for	 one’s	 own	 health	 or	 the	 health	 of	 one’s	 child.	 Very	 religious	
participants	were	more	likely	to	value	the	influence	of	R/S	generally	positive	than	those	who	
report	to	be	not	religious	at	all.		
The	need	for	spiritual	care	
As	 mentioned	 before,	 R/S	 may	 provide	 support	 and	 guidance	 for	 people	 under	 extreme	
circumstances.	Spirituality	provides	a	sense	of	hope	and	self-transcendence.	Hope	is	thought	
to	be	indispensable	to	a	life	worth	living,	without	hope	life	is	thought	to	be	worthless.95	Self-
transcendence	 is	 a	 trait	 that	 is	 associated	 with	 considering	 oneself	 as	 an	 integral	 part	 of	
something	 ‘bigger’	 hereby	providing	 the	 ability	 to	move	on	 after	 a	 life	 event	 and	 aspire	 a	
meaningful	 life.	 Therefore	 medical	 professionals	 should	 be	 aware	 and	 elicit	 religious	 or	
spiritual	 needs	 of	 patients.	 Coming	 to	 terms	with	 these	 needs	 can	 facilitate	 better	 health	
care.		
Severe	 illness	or	hospitalisation	may	be	 seen	as	extreme	conditions	 in	which	people	need	
support	 and	 guidance.	 In	 a	 study	 among	 56	 parents	 whose	 children	 had	 died	 in	 the	
paediatric	intensive	care	unit	73%	of	the	parents	reported	spiritual/religious	resources	to	be	
helpful.	 39,42,44	 The	 medical	 professionals	 in	 this	 study	 valued	 R/S	 mainly	 as	 something	
positive,	 that	 gives	 patients	 hope	 and	 helps	 to	 cope	with	 and	 endures	 illness.	 They	were	
more	likely	to	inquire	about	R/S	issues	when	the	clinical	situation	is	more	severe.	In	contrast,	
when	a	patient	comes	for	a	history,	physical	or	minor	illness	or	 injury,	they	never	or	rarely	
inquire	 about	R/S	 issues.	 This	 is	 in	 agreement	with	 a	 study	by	Monroe	et	 al.	 that	 showed	
that	physicians	were	more	likely	to	get	involved	in	spiritual	behaviour	in	more	acute	clinical	
settings.96	 Perhaps	 as	 the	 clinical	 situation	 becomes	 more	 severe,	 medical	 professionals	
might	believe	 that	R/S	 issues	become	more	 important	 for	patients	and	 they	might	benefit	
from	religious	or	spiritual	support.				
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Inquire	about	R/S	
As	shown	in	the	literature	patients	want	to	be	treated	as	a	whole	person	by	their	physicians,	
not	 as	 a	 disease.	 A	 whole	 person	 can	 be	 described	 as	 someone	 with	 physical,	 social,	
emotional	and	spiritual	needs.17	As	described	in	the	Religion	and	Spirituality	in	the	Medical	
Encounter	Study	(RESPECT)	66%	of	the	patients	believed	that	physicians	should	be	conscious	
of	their	patients’	spiritual	and	religious	beliefs,	while	40%	would	welcome	spiritual	inquiry	in	
a	 hospital	 setting	 and	 77%	 in	 an	 End-of	 Life	 setting	 14	 In	 the	 same	 study	 over	 80%	of	 the	
physicians	 noted	 that	 they	 should	 be	 aware	 of	 the	 patients	 spiritual	 and	 religious	 beliefs.	
This	was	confirmed	in	a	study	among	residents	in	2005,	over	90%	of	the	physicians	reported	
that	a	physician	should	be	aware	of	the	spiritual	and	religious	beliefs	of	patients.97	
In	our	study	almost	all	medical	professional	(98%)	reported	to	find	it	appropriate	to	discuss	
R/S	issues	with	a	patients	when	the	patient	brings	these	issues	up.	Still	the	majority	(69%)	of	
the	 participants	 think	 it	 is	 appropriate	 to	 discuss	 R/S	 issues	 even	 when	 the	 medical	
professional	 actively	 inquires	 about	 it.	 Whether	 medical	 professionals	 inquire	 about	 R/S	
issues	seems	related	to	their	own	spirituality	and	religiosity,	those	who	are	more	spiritual	or	
religious	 are	 more	 likely	 to	 inquire	 about	 R/S	 issues,	 this	 finding	 is	 consistent	 with	 the	
literature.	96	
When	R/S	issues	come	up	in	discussions	with	patients	90%	of	the	medical	professionals	say	
to	listen	carefully	and	empathetically,	they	are	unlikely	to	change	the	subject.	On	the	other	
hand,	they	are	reserved	when	it	comes	to	share	their	own	religious	ideas	and	experiences.	
This	 might	 be	 explained	 by	 the	 fact	 that	 listening	 to	 the	 patient	 is	 commonly	 valued	
obligatory	for	a	good	medical	professional	whereas	sharing	one’s	own	ideas	is	not.		
Predictors	and	barriers	for	talking	about	R/S	
Although	medical	professionals	in	this	study	value	R/S	mainly	as	something	positive	and	hold	
the	opinion	 that	R/S	has	much	 influence	on	health,	only	50%	of	 the	medical	professionals	
ever	 inquired	about	R/S	 issues.	This	disparity	between	R/S	 relevance	and	clinical	attention	
for	R/S	is	seen	in	many	studies.27,30,36,46,90,96	In	a	study	among	paediatricians	over	70%	agreed	
that	R/S	 issues	of	 their	patients	are	 important	 for	 their	delivery	of	 care,	nevertheless	only	
10%	gave	always	or	frequently	attention	to	R/S	issues	and	around	50%	never	or	rarely	talked	
with	 patients	 about	 R/S.26	 Another	 study	 found	 that	 although	 R/S	 issues	 were	 valued	 as	
important	by	physicians,	only	around	7%	of	the	medical	professionals	performed	routinely	a	
spiritual	history.36		
Predictors	 for	 discussing	 R/S	 issues	 with	 patients	 can	 be	 identified.	Medical	 professionals	
who	identify	themselves	as	more	religious	or	spiritual	are	more	likely	to	talk	about	R/S	issues	
with	 patients.24,26,32,96,97	 Moreover,	 medical	 professionals	 who	 frequently	 participate	 in	
private	 and	 public	 religious	 practices	 are	 more	 likely	 to	 address	 R/S	 issues.98	 Previous	
training	 in	 spiritual	 care	 was	 shown	 to	 be	 a	 strong	 predictor	 among	 physicians	 and	 for	
addressing	R/S	issues.78	A	similar	pattern	was	seen	among	the	participants	in	this	study,	self-
reported	 spirituality	 and	 intrinsic	 religiosity	 influenced	 whether	 participants	 talked	 about	
R/S	 issues	 with	 patients;	 participants	 who	 are	 more	 spiritual	 or	 have	 a	 high	 intrinsic	
religiosity	were	more	likely	to	inquire	about	R/S	issues.	
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In	our	study	medical	professionals	with	a	religious	affiliation	were	significantly	more	likely	to	
discuss	 R/S	 issues.	 This	 might	 be	 because	 they	 are	 more	 used	 to	 discussing	 R/S	 issues	
because	 they	do	so	more	 frequently	 in	daily	 life.	Social	pressure	 is	does	not	seem	to	keep	
medical	 professionals	 from	 speaking	 about	 R/S	 issues,	 only	 3	 participants	 reported	 not	 to	
discuss	R/S	issues	with	patients	because	they	are	concerned	their	colleages	will	dissaprove.	
Those	 professionals	 who	 enjoy	 discussing	 R/S	 issues	 with	 patients	 were	 less	 likely	 to	
experience	any	barriers	that	discourage	them	from	discussing	R/S	issues.		
This	study	 identified	barriers	to	discuss	R/S	 issues.	40%	of	the	participants	noted	that	they	
experience	 barriers	 that	 discouraged	 them	 from	discussing	 R/S	 issues	with	 patients.	Most	
frequently	mentioned	were	lack	of	time	and	training	as	well	as	general	discomfort	speaking	
about	 R/S	 issues	 and	 fear	 to	 offend	 patients.	 These	 findings	 are	 consistent	 with	 the	
literature:	frequently	mentioned	barriers	are	lack	of	time	and	lack	of	training	in	how	to	take	
a	 spiritual	 history.	 Furthermore,	 medical	 professionals	 report	 uncertainty	 about	 whether	
patients	desire	to	speak	about	R/S	issues,	the	concern	to	offend	patients	by	bringing	up	the	
subject,	 concern	 of	 causing	 discomfort,	 concerns	 about	 invasion	 privacy,	 different	 belief	
systems	and	lack	of	spiritual	awareness.24,27,32		
Limitations	of	the	study	
The	 relatively	 small	 sample	 size	 might	 limit	 the	 ability	 to	 reveal	 possible	 associations	 or	
relationships	between	the	items	addressed	in	this	study.	All	results	need	to	be	confirmed	in	
an	extended	study	with	a	bigger	sample	size.		
This	 survey	 describes	 hypothetical	 clinical	 situations.	 What	 people	 think	 they	 will	 do	 in	
specific	 clinical	 situations	 might	 differ	 from	 that	 what	 they	 actually	 will	 do	 when	 the	
situation	 occurs.	 Furthermore	 social	 response	 bias	might	 caused	medical	 professionals	 to	
overreport	their	behaviour	concerning	addressing	R/S	issues.	99,100		
The	recruitment	rate	was	high	(78%).	Nevertheless	22%	of	the	potential	participants	did	not	
complete	the	questionnaire	nor	did	they	fill	out	the	minimal	set	of	questions.	Although	there	
is	 no	 substantial	 reason	 to	 suggest	 bias,	 a	 possible	 response	 bias	 caused	by	 the	 unknown	
potential	participants	cannot	be	ruled	out	completely.		
	This	 was	 a	 cross	 sectional	 survey,	 the	 results	 cannot	 be	 linked	 to	 conclusions	 regarding	
causality.		
Conclusion	
A	 high	 percentage	 of	 the	 medical	 professionals	 in	 perinatal	 care	 hold	 the	 opinion	 that	
religion/spirituality	 influence	 health.	 Among	 them	many	 experience	 barriers	 in	 translating	
this	believe	into	the	practice	of	perinatal	care.	Our	study	suggests	that	educational	programs	
should	 be	 made	 available	 to	 overcome	 such	 barriers.	 The	 results	 of	 this	 study	 should	
encourage	medical	professionals	in	perinatal	care	to	bring	up	religious	and	spiritual	issues	in	
patient	care.		
	
	 60	
References	
1.	 Boss	RD,	Hutton	N,	Sulpar	LJ,	West	AM,	Donohue	PK.	Values	parents	apply	to	
decision-making	regarding	delivery	room	resuscitation	for	high-risk	newborns.	Pediatrics	
2008;122:583-9.	
2.	 Oxford	Dictionaries.	Oxford	dictionary.		Oxford	dictionary.	7th	revised	edition	ed:	
Oxford	University	Press;	2012.	
3.	 Astrow	AB,	Puchalski	CM,	Sulmasy	DP.	Religion,	spirituality,	and	health	care:	social,	
ethical,	and	practical	considerations.	Am	J	Med	2001;110:283-7.	
4.	 Descartes	R.	La	description	du	corps	humain.1647.	
5.	 McSherry	W,	Ross	L.	Spiritual	Assesment	in	Health	Care	Practice:	M&K	Publishing;	
2010.	
6.	 World	Health	Organization.	Dept.	of	Mental	Health.	WHOQOL	and	Spirituality,	
Religiousness	and	Personal	Beliefs	(SRPB)	Geneva:	World	Health	Organization;	1998.	
7.	 Connor	SR,	Sepulveda	Bermedo	MC.	Global	atlas	of	palliative	care	at	the	end	of	life.:	
Worldwide	palliative	care	alliance;	2014.	
8.	 Human	right	act.	1998.	at	http://www.equalityhumanrights.com.)	
9.	 Association	of	American	Medical	Colleges.	Contemporary	issues	in	medicine:	
communication	in	medicine.1999.	
10.	 Pargamen	KI.	The	psychology	of	religion	and	coping:	theory,	research,	practice.	first	
edition	ed:	The	Guilford	Press;	1997.	
11.	 Koenig	HG.	Commentary:	why	do	research	on	spirituality	and	health,	and	what	do	
the	results	mean?	J	Relig	Health	2012;51:460-7.	
12.	 Koenig	HG.	Spirituality	and	Health	research.	Templeton	Press	2011.	
13.	 Balboni	TA,	Vanderwerker	LC,	Block	SD,	et	al.	Religiousness	and	spiritual	support	
among	advanced	cancer	patients	and	associations	with	end-of-life	treatment	preferences	
and	quality	of	life.	J	Clin	Oncol	2007;25:555-60.	
14.	 MacLean	CD,	Susi	B,	Phifer	N,	et	al.	Patient	preference	for	physician	discussion	and	
practice	of	spirituality.	J	Gen	Intern	Med	2003;18:38-43.	
15.	 Bussing	A,	Balzat	HJ,	Heusser	P.	Spiritual	needs	of	patients	with	chronic	pain	
diseases	and	cancer	-	validation	of	the	spiritual	needs	questionnaire.	Eur	J	Med	Res	
2010;15:266-73.	
16.	 Ehman	JW,	Ott	BB,	Short	TH,	Ciampa	RC,	Hansen-Flaschen	J.	Do	patients	want	
physicians	to	inquire	about	their	spiritual	or	religious	beliefs	if	they	become	gravely	ill?	Arch	
Intern	Med	1999;159:1803-6.	
17.	 D'Souza	R.	The	importance	of	spirituality	in	medicine	and	its	application	to	clinical	
practice.	Med	J	Aust	2007;186:S57-9.	
18.	 Steinhauser	KE,	Christakis	NA,	Clipp	EC,	McNeilly	M,	McIntyre	L,	Tulsky	JA.	Factors	
considered	important	at	the	end	of	life	by	patients,	family,	physicians,	and	other	care	
providers.	JAMA	2000;284:2476-82.	
19.	 Phelps	AC,	Lauderdale	KE,	Alcorn	S,	et	al.	Addressing	spirituality	within	the	care	of	
patients	at	the	end	of	life:	perspectives	of	patients	with	advanced	cancer,	oncologists,	and	
oncology	nurses.	J	Clin	Oncol	2012;30:2538-44.	
20.	 Barss	KS.	T.R.U.S.T.:	an	affirming	model	for	inclusive	spiritual	care.	J	Holist	Nurs	
2012;30:24-34;	quiz	5-7.	
21.	 Bearon	LB,	Koenig	HG.	Religious	cognitions	and	use	of	prayer	in	health	and	illness.	
Gerontologist	1990;30:249-53.	
22.	 Aldridge	D.	Spirituality,	healing	and	medicine.	Br	J	Gen	Pract	1991;41:425-7.	
23.	 McCauley	J,	Jenckes	MW,	Tarpley	MJ,	Koenig	HG,	Yanek	LR,	Becker	DM.	Spiritual	
beliefs	and	barriers	among	managed	care	practitioners.	J	Relig	Health	2005;44:137-46.	
	 61	
24.	 Curlin	FA,	Chin	MH,	Sellergren	SA,	Roach	CJ,	Lantos	JD.	The	association	of	physicians'	
religious	characteristics	with	their	attitudes	and	self-reported	behaviors	regarding	religion	
and	spirituality	in	the	clinical	encounter.	Med	Care	2006;44:446-53.	
25.	 Ellis	MR,	Campbell	JD,	Detwiler-Breidenbach	A,	Hubbard	DK.	What	do	family	
physicians	think	about	spirituality	in	clinical	practice?	J	Fam	Pract	2002;51:249-54.	
26.	 Grossoehme	DH,	Ragsdale	JR,	McHenry	CL,	Thurston	C,	DeWitt	T,	VandeCreek	L.	
Pediatrician	characteristics	associated	with	attention	to	spirituality	and	religion	in	clinical	
practice.	Pediatrics	2007;119:e117-23.	
27.	 Ellis	MR,	Vinson	DC,	Ewigman	B.	Addressing	spiritual	concerns	of	patients:	family	
physicians'	attitudes	and	practices.	J	Fam	Pract	1999;48:105-9.	
28.	 Curlin	FA,	Lawrence	RE,	Chin	MH,	Lantos	JD.	Religion,	conscience,	and	controversial	
clinical	practices.	N	Engl	J	Med	2007;356:593-600.	
29.	 Rasinski	KA,	Kalad	YG,	Yoon	JD,	Curlin	FA.	An	assessment	of	US	physicians'	training	in	
religion,	spirituality,	and	medicine.	Med	Teach	2011;33:944-5.	
30.	 Maugans	TA,	Wadland	WC.	Religion	and	family	medicine:	a	survey	of	physicians	and	
patients.	J	Fam	Pract	1991;32:210-3.	
31.	 Jones	AW.	A	survey	of	general	practitioners'	attitudes	to	the	involvement	of	clergy	in	
patient	care.	Br	J	Gen	Pract	1990;40:280-3.	
32.	 Vermandere	M,	De	Lepeleire	J,	Smeets	L,	et	al.	Spirituality	in	general	practice:	a	
qualitative	evidence	synthesis.	Br	J	Gen	Pract	2011;61:e749-60.	
33.	 Mercurio	MR,	Adam	MB,	Forman	EN,	et	al.	American	Academy	of	Pediatrics	policy	
statements	on	bioethics:	summaries	and	commentaries:	part	1.	Pediatr	Rev	2008;29:e1-8.	
34.	 Deutsche	Gesellschaft	für	Neonatologie	und	Pädiatrische	intensivmedizin.	
Frühgeburt	an	der	Grenze	der	Lebensfähigkeit	des	Kindes.2008.	
35.	 Barnes	LL,	Plotnikoff	GA,	Fox	K,	Pendleton	S.	Spirituality,	religion,	and	pediatrics:	
intersecting	worlds	of	healing.	Pediatrics	2000;106:899-908.	
36.	 Armbruster	CA,	Chibnall	JT,	Legett	S.	Pediatrician	beliefs	about	spirituality	and	
religion	in	medicine:	associations	with	clinical	practice.	Pediatrics	2003;111:e227-35.	
37.	 Hartsell	JL.	Mother	may	I	...	live?	Parental	refusal	of	life-sustaining	medical	
treatment	for	children	based	on	religious	objections.	Tenn	Law	Rev	1999;66:499-530.	
38.	 van	der	Heide	A,	van	der	Maas	PJ,	van	der	Wal	G,	Kollee	LA,	de	Leeuw	R,	Holl	RA.	
The	role	of	parents	in	end-of-life	decisions	in	neonatology:	physicians'	views	and	practices.	
Pediatrics	1998;101:413-8.	
39.	 Robinson	MR,	Thiel	MM,	Backus	MM,	Meyer	EC.	Matters	of	spirituality	at	the	end	of	
life	in	the	pediatric	intensive	care	unit.	Pediatrics	2006;118:e719-29.	
40.	 Meert	KL,	Eggly	S,	Pollack	M,	et	al.	Parents'	perspectives	regarding	a	physician-
parent	conference	after	their	child's	death	in	the	pediatric	intensive	care	unit.	J	Pediatr	
2007;151:50-5,	5	e1-2.	
41.	 Meert	KL,	Thurston	CS,	Briller	SH.	The	spiritual	needs	of	parents	at	the	time	of	their	
child's	death	in	the	pediatric	intensive	care	unit	and	during	bereavement:	a	qualitative	
study.	Pediatr	Crit	Care	Med	2005;6:420-7.	
42.	 Meert	KL,	Thurston	CS,	Thomas	R.	Parental	coping	and	bereavement	outcome	after	
the	death	of	a	child	in	the	pediatric	intensive	care	unit.	Pediatr	Crit	Care	Med	2001;2:324-8.	
43.	 Michelson	KN,	Steinhorn	DM.	Pediatric	End-of-Life	Issues	and	Palliative	Care.	Clin	
Pediatr	Emerg	Med	2007;8:212-9.	
44.	 Meyer	EC,	Burns	JP,	Griffith	JL,	Truog	RD.	Parental	perspectives	on	end-of-life	care	in	
the	pediatric	intensive	care	unit.	Crit	Care	Med	2002;30:226-31.	
45.	 Boss	RD,	Hutton	N,	Donohue	PK,	Arnold	RM.	Neonatologist	training	to	guide	family	
decision	making	for	critically	ill	infants.	Arch	Pediatr	Adolesc	Med	2009;163:783-8.	
	 62	
46.	 Siegel	B,	Tenenbaum	AJ,	Jamanka	A,	Barnes	L,	Hubbard	C,	Zuckerman	B.	Faculty	and	
resident	attitudes	about	spirituality	and	religion	in	the	provision	of	pediatric	health	care.	
Ambul	Pediatr	2002;2:5-10.	
47.	 Garros	D,	Rosychuk	RJ,	Cox	PN.	Circumstances	surrounding	end	of	life	in	a	pediatric	
intensive	care	unit.	Pediatrics	2003;112:e371.	
48.	 Catlin	A,	Carter	B.	Creation	of	a	neonatal	end-of-life	palliative	care	protocol.	Journal	
of	perinatology	2002;22:184-95.	
49.	 Chiswick	M.	Parents	and	end	of	life	decisions	in	neonatal	practice.	Archives	of	
disease	in	childhood	Fetal	and	neonatol	edition	2001;85:F1-3.	
50.	 Cuttini	M,	Nadai	M,	Kaminski	M,	et	al.	End-of-life	decisions	in	neonatal	intensive	
care:	physicians'	self-reported	practices	in	seven	European	countries.	EURONIC	Study	Group.	
Lancet	2000;355:2112-8.	
51.	 Bastek	TK,	Richardson	DK,	Zupancic	JA,	Burns	JP.	Prenatal	consultation	practices	at	
the	border	of	viability:	a	regional	survey.	Pediatrics	2005;116:407-13.	
52.	 Farrell	M.	Parents	of	critically	ill	children	have	their	needs	too!	A	literature	review.	
Intensive	Care	Nurs	1989;5:123-8.	
53.	 Harrigan	R,	Naber	MM,	Jensen	KA,	Tse	A,	Perez	D.	Perinatal	grief:	response	to	the	
loss	of	an	infant.	Neonatal	network	1993;12:25-31.	
54.	 Hexem	KR,	Mollen	CJ,	Carroll	K,	Lanctot	DA,	Feudtner	C.	How	parents	of	children	
receiving	pediatric	palliative	care	use	religion,	spirituality,	or	life	philosophy	in	tough	times.	J	
Palliat	Med	2011;14:39-44.	
55.	 Catlin	EA,	Cadge	W,	Ecklund	EH,	Gage	EA,	Zollfrank	AA.	The	spiritual	and	religious	
identities,	beliefs,	and	practices	of	academic	pediatricians	in	the	United	States.	Acad	Med	
2008;83:1146-52.	
56.	 Pickel	G.	Religion	Monitor;	understanding	common	ground.	Bertelmann	Stiftung	
2013.	
57.	 Peach	HG.	Religion,	spirituality	and	health:	how	should	Australia's	medical	
professionals	respond?	Med	J	Aust	2003;178:86-8.	
58.	 Curlin	FA,	Lantos	JD,	Roach	CJ,	Sellergren	SA,	Chin	MH.	Religious	characteristics	of	
U.S.	physicians:	a	national	survey.	J	Gen	Intern	Med	2005;20:629-34.	
59.	 Pollack	D,	Müller	O.	Religionsmonitor;	verstehen	was	verbindet.		Religiosität	und	
Zusammenarbeit	in	Deutschland2010.	
60.	 Martinez	AM,	Partridge	JC,	Yu	V,	et	al.	Physician	counselling	practices	and	decision-
making	for	extremely	preterm	infants	in	the	Pacific	Rim.	J	Paediatr	Child	Health	2005;41:209-
14.	
61.	 Partridge	JC,	Martinez	AM,	Nishida	H,	et	al.	International	comparison	of	care	for	very	
low	birth	weight	infants:	parents'	perceptions	of	counseling	and	decision-making.	Pediatrics	
2005;116:e263-71.	
62.	 Bundesministerium	für	Gesundheit	und	Soziale	Sicherung.	Bekanntmachung	eines	
Beschlusses	des	Gemeinsamen	Bundesausschusses	nach	Paragraph	91	Abs.	7	des	SGB	V	zur	
Vereinbarung	über	Maßnahmen	zur	Qualitätssicherung	der	Versorgung	von	Früh-	und	
Neugeborenen	nach	Paragraph	127	Abs.	1	Satz	3	Nr.	2	SGB	V.	In:	Bundesministerium	für	
Gesundheit	und	Soziale	Sicherung,	ed.2005.	
63.	 Gerber	A.	Lauterbach	K.	Lüngen	M.	Perinatalzentren:	Manchmal	ist	weniger	mehr.	
Deutsche	Ärzteblatt	2008.	
64.	 Akkerboom	HJ,	Dehue	F.	The	Dutch	model	of	data	collection	development	for	official	
surveys.	.	Int	J	Public	Opin	Res	1997;9	126-45.	
65.	 World	Health	Organization.	Process	of	translation	and	adaptation	of	instruments.	.		
Research	tools	2012.	
66.	 Harkness	JA.	Guidelines	for	Best	Practice	in	Cross-Cultural	Surveys.	.	Michigan2011.	
	 63	
67.	 Harkness	JA,	Pennell	B-E,	Villar	A,	Gebler	N,	Aguilar-Gaxiola	S,	Bilgen	I.	Translation	
Procedures	and	Translation	Assessment	in	the	World	Mental	Health	Survey	Initiative.	In:	
Kessler	RC,	ed.	The	WHO	world	mental	health	surveys	-	global	perspectives	on	the	
epidemiology	of	mental	disorders.	1.	publ.	ed.	New	York:	Cambridge	University	Press;	
2008:XVIII,	580	S.	
68.	 Groves	RM.	Survey	errors	and	survey	costs.:	Wiley	Intersience	2004.	
69.	 Weisberg	HF.	The	total	survey	error	approach:	a	guide	to	the	new	Science	of	survey	
research.2005.	
70.	 Questback.	Unipark.	2000.	
71.	 Pan	Y.	Cognitive	Interviews	in	Languages	Other	Than	English:	Methodological	and	
Research	Issues.	American	Association	for	Public	Opinion	Research.	
72.	 Curlin	FA.	Personal	communication.	2013.	
73.	 Hoffmeyer-Zlotnick	JHP,	Glemser	A,	Heckel	C,	et	al.	Demographische	Standards.	
Wiesbaden	Statistisches	Bundesamt;	2010.	
74.	 TNS	Infratest	München.	Allgemeinen	Bevölkerungsumfrage	der	
Sozialwissenschaften,2010.	
75.	 International	Social	Survey	Programme.	2012.	
76.	 Roser	T.	Spiritualität	und	Medizin	-	Gemeinsame	Sorge	für	den	kranken	Menschen.	
Stuttgart:	Kohlhammer;	2009.	
77.	 Likert	R.	A	Technique	for	the	Measurement	of	Attitudes.	Archives	of	Psychology	
1932;140:1-55.	
78.	 Balboni	MJ,	Sullivan	A,	Amobi	A,	et	al.	Why	is	spiritual	care	infrequent	at	the	end	of	
life?	Spiritual	care	perceptions	among	patients,	nurses,	and	physicians	and	the	role	of	
training.	J	Clin	Oncol	2013;31:461-7.	
79.	 Hoge	DR.	A	Validated	Intrinsic	Religious	Motivation	Scale.	Journal	for	the	Scientific	
Study	of	Religion	1972;11:369-76.	
80.	 Junghans	C,	Feder	G,	Hemingway	H,	Timmis	A,	Jones	M.	Recruiting	patients	to	
medical	research:	double	blind	randomised	trial	of	"opt-in"	versus	"opt-out"	strategies.	BMJ	
2005;331:940.	
81.	 Treweek	S,	Mitchell	E,	Pitkethly	M,	et	al.	Strategies	to	improve	recruitment	to	
randomised	controlled	trials.	Cochrane	Database	Syst	Rev	2010:MR000013.	
82.	 Questback.	http://www.unipark.com/39-1-about-questback.htm.	
83.	 Stoop	I,	Billiet	J,	Koch	A,	Fitzgerald	R.	Improving	survey	response;	lessons	learned	
from	European	Social	Survey.	2002:27-40.	
84.	 Davis	CG,	Wortman	CB,	Lehman	DR,	Silver	RC.	Searching	for	meaning	in	loss:	are	
clinical	assumptions	correct.	Death	Stud	2000;24:497-540.	
85.	 Park	C.	Religion	as	a	quest	for	meaning.	
86.	 Rotter	JB.	Generalized	expectancies	for	internal	versus	external	control	of	
reinforcement.	Psychol	Monogr	1966;80:1-28.	
87.	 Bowling	A.	Research	methods	in	health.	Open	University	Press	Buckingham	1997.	
88.	 Bertelsmann	Stiftung.	
89.	 Luckmann	T.	The	invisible	religion:	The	problem	of	religion	in	modern	society.	1967.	
90.	 Ramondetta	L,	Brown	A,	Richardson	G,	et	al.	Religious	and	spiritual	beliefs	of	
gynecologic	oncologists	may	influence	medical	decision	making.	Int	J	Gynecol	Cancer	
2011;21:573-81.	
91.	 Curlin	FA,	Roach	CJ,	Gorawara-Bhat	R,	Lantos	JD,	Chin	MH.	How	are	religion	and	
spirituality	related	to	health?	A	study	of	physicians'	perspectives.	South	Med	J	2005;98:761-
6.	
92.	 Oman	D,	Thoresen	CE.	'Does	religion	cause	health?':	differing	interpretations	and	
diverse	meanings.	J	Health	Psychol	2002;7:365-80.	
	 64	
93.	 Koenig	HG,	Zaben	FA,	Khalifa	DA.	Religion,	spirituality	and	mental	health	in	the	West	
and	the	Middle	East.	Asian	J	Psychiatr	2012;5:180-2.	
94.	 Strawbridge	WJ,	Cohen	RD,	Shema	SJ,	Kaplan	GA.	Frequent	attendance	at	religious	
services	and	mortality	over	28	years.	Am	J	Public	Health	1997;87:957-61.	
95.	 Flemming	K.	The	meaning	of	hope	to	palliative	care	cancer	patients.	International	
journal	of	palliative	nursing	1997;3:13-8.	
96.	 Monroe	MH,	Bynum	D,	Susi	B,	et	al.	Primary	care	physician	preferences	regarding	
spiritual	behavior	in	medical	practice.	Arch	Intern	Med	2003;163:2751-6.	
97.	 Luckhaupt	SE,	Yi	MS,	Mueller	CV,	et	al.	Beliefs	of	primary	care	residents	regarding	
spirituality	and	religion	in	clinical	encounters	with	patients:	a	study	at	a	midwestern	U.S.	
teaching	institution.	Acad	Med	2005;80:560-70.	
98.	 Voltmer	E,	Bussing	A,	Koenig	HG,	Al	Zaben	F.	Religiosity/Spirituality	of	German	
Doctors	in	Private	Practice	and	Likelihood	of	Addressing	R/S	Issues	with	Patients.	J	Relig	
Health	2013.	
99.	 Kon	AA.	Answering	the	question:	"Doctor,	if	this	were	your	child,	what	would	you	
do?".	Pediatrics	2006;118:393-7.	
100.	 Montano	DE,	Phillips	WR.	Cancer	screening	by	primary	care	physicians:	a	
comparison	of	rates	obtained	from	physician	self-report,	patient	survey,	and	chart	audit.	Am	
J	Public	Health	1995;85:795-800.	
	
	 65	
Danksagung	
An	erster	Stelle	möchte	ich	allen	Teilnehmern	dieser	Studie	danken,	die	mich	bei	
diesem	sehr	persönlichen	Thema	hilfreich	unterstützt	haben.		
	
Lieber	Herrn	Prof.	Schulze,	danke	für	Ihr	unermüdliches	Vertrauen	und	für	die	
Unterstützung	bei	diesem	Projekt.	
	
Liebe	Inga,	auch	dir	möchte	ich	für	deine	tolle	Unterstützung	und	für	die	vielen	
Stunden	brainstorming	am	Computer	danken.	Aber	vor	allem	danke,	für	die	tolle	
Freundschaft	und	die	vielen	schönen	Abende	mit	deine	wundervolle	Familie.	Ich	
habe	mich	immer	sehr	willkommen	gefühlt.	
	
Lieve	papa	en	mama,	door	jullie	ben	ik	geworden	wie	ik	ben.	Jullie	waren	en	zijn	mijn	
betrouwbare	klankbord	en	trouwste	begeleiders	in	het	leven.	Zo	ver	weg	en	toch	
altijd	dichtbij.		
	
Lieber	Michael,	mein	Ehemann,	danke	für	dein	unendliches	Verständniss	und	deinen	
Rückhalt	bei	jeder	meiner,	manchmal	verrückten,	Pläne.	Du	gibst	meinem	Leben	
Farbe.		
	
	
	
	
	
	
	
“We	are	a	human	kind	of	7	billion,	so	many	different	races	and	religions.		
But	it	all	comes	down	to	one”		
India	Ari	“One”	
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Appendix	1:	questionnaire.	
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Appendix	2:	Tables	on	self-reported	religiosity	and	the	influence	of	R/S	on	
health	
Table	29:	Self-reported	religiosity	of	the	active	survey	participants	and	their	opinion	on	the	influence	of	R/S	on	
health	in	percentages	and	absolute	numbers.	(n=273)	
Overall, how much influence do you think R/S has 
on a patients'  health? Ve
ry
 re
lig
iou
s
Mo
de
ra
te
 re
lig
iou
s
Sli
gh
tly
 re
lig
iou
s
No
t r
eli
gi
ou
s 
at
 a
ll
(very) much 80% (21) 61% (78) 55% (32) 56% (35)
Some 12% (3) 37% (47) 38% (22) 30% (18)
A little or very little to none 8% (2) 2% (3) 7% (4) 14% (8)
Is the influence of R/S on health generally 
positive or negative? Ve
ry
 re
lig
iou
s
Mo
de
ra
te
 re
lig
iou
s
Sli
gh
tly
 re
lig
iou
s
No
t r
eli
gi
ou
s 
at
 a
ll
Generally positiv 50% (13) 45% (58) 38% (22) 28% (17)
Generally negativ 4% (1) 1% (1) 0 2% (1)
Both positive and negativ 46% (12) 54% (69) 60% (35) 62% (38)
It has no influence 0 0 2% (1) 8% (5) 	
Table	30	:	Self-reported	spirituality	of	the	active	survey	participants	and	their	opinion	on	the	influence	of	R/S	
on	health	in	percentages	and	absolute	numbers.	(n=273)	
	
Overall,(how(much(influence(do(you(think(R/S(has(on(
patients'(health? Ve
ry
(sp
iri
tu
al
M
od
er
at
e(
sp
iri
tu
al
Sl
ig
ht
ly
(sp
iri
tu
al
N
ot
(sp
iri
tu
al
(a
t(a
ll
(very)(much 77%((33) 65%((82) 50%((36) 45%((15)
Some 16%((7) 32%((40) 38%((27) 49%((16)
A(little(or(very(little(to(none 7%((3) 3%((4) 12%((8) 6%((2)
Is(the(influence(of(R/S(on(health(generally(positive(or(
negative? Ve
ry
(sp
iri
tu
al
M
od
er
at
e(
sp
iri
tu
al
Sl
ig
ht
ly
(sp
iri
tu
al
N
ot
(sp
iri
tu
al
(a
t(a
ll
Generally(positive 40%((17) 46%((58) 34%((24) 33%((11)
Generally(negative 0 1%((1) 1%((1) 3%((1)
Both(positive(and(negative 60%((26) 52%((66) 62%((44) 55%((18)
It(has(no(influence 0 1%((1) 3%((2) 9%((3) 	
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Table	31	:	Intrinsic	religiosity	of	the	active	survey	participants	and	their	opinion	on	the	influence	of	R/S	on	
health	in	percentages	and	absolute	numbers.	(n=273)	
Overall, how much influence do you think 
R/S has on patients' health? Int
rin
sic
 re
lig
io
sit
y 
hig
h
Int
rin
sic
 re
lig
io
sit
y 
m
od
er
at
e
Int
rin
sic
 re
lig
io
sit
y 
lo
w
(very) much 75% (21) 70% (43) 56% (102)
Some 21% (6) 28% (18) 36% (66)
A little or very little to none 4% (1) 2% (1) 8% (15)
Is the influence of R/S on health generally 
positive or negative? Int
rin
sic
 re
lig
io
sit
y 
hig
h
Int
rin
sic
 re
lig
io
sit
y 
m
od
er
at
e
Int
rin
sic
 re
lig
io
sit
y 
lo
w
Generally positive 64% (18) 40% (25) 37% (68)
Generally negative 0 0 2% (3)
Both positive and negative 36% (10) 60% (37) 58% (106)
It has no influence 0 0 3% (6) 	
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Appendix	3:	Tables	on	self-reported	religiosity	and	behaviour	concerning	
R/S.	
Table	32:	Self-reported	religiosity	of	the	active	survey	participants	and	their	behaviour	concerning	R/S.	(n=272)	
When	R/S	issue	come	up	in	discussion	with	patients,	how	often	do	you	respond	in	the	following	ways?	
	
I listen carefully and empathetically Ve
ry
 re
lig
io
us
Mo
de
ra
te
 re
lig
io
us
Sl
ig
ht
ly
 re
lig
io
us
No
t r
el
ig
io
us
 a
t a
ll
Never 4% (1) 1% (1) 0 5% (3)
Rarely or sometimes 4% (1) 5% (5) 12% (7) 14% (8)
Often or always 92% (24)95% (101) 88% (50) 82% (49)
I try to change the subject in a tactful way. Ve
ry
 re
lig
io
us
Mo
de
ra
te
 re
lig
io
us
Sl
ig
ht
ly
 re
lig
io
us
No
t r
el
ig
io
us
 a
t a
ll
Never 58% (15) 43% (55) 27% (15) 40% (25)
Rarely or sometimes 39% (10) 56% (71) 70% (39) 50% (30)
Often or always 3% (1) 1% (2) 3% (2) 10% (6)
I encourage patients in their own R/S beliefs and practices.Ve
ry
 re
lig
io
us
Mo
de
ra
te
 re
lig
io
us
Sl
ig
ht
ly
 re
lig
io
us
No
t r
el
ig
io
us
 a
t a
ll
Never 0 4% (5) 2% (1) 21% (13)
Rarely or sometimes 34% (9) 41% (53) 51% (29) 41% (25)
Often or always 66% (17) 55% (70) 47% (27) 38% (22)
I respectfully share my own religious ideas and 
experiences. Ve
ry
 re
lig
io
us
Mo
de
ra
te
 re
lig
io
us
Sl
ig
ht
ly
 re
lig
io
us
No
t r
el
ig
io
us
 a
t a
ll
Never 0 17% (22) 40% (23) 56% (34)
Rarely or sometimes 76% (20) 74% (95) 54% (31) 41% (25)
Often or always 24% (6) 9% (!1) 6% (3) 3% (2)
I pray with patients. Ve
ry
 re
lig
io
us
Mo
de
ra
te
 re
lig
io
us
Sl
ig
ht
ly
 re
lig
io
us
No
t r
el
ig
io
us
 a
t a
ll
Never 30% (8) 39% (50) 53% (30) 70% (43)
Rarely or sometimes 54% (14) 56% (71) 45% (26) 30% (18)
Often or always 16% (4) 5% (7) 2% (1) 0 	
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Table	33	:	Self-reported	spirituality	of	the	active	survey	participants	and	their	behaviour	concerning	R/S.	
(n=272)	
	When	R/S	issue	come	up	in	discussion	with	patients,	how	often	do	you	respond	in	the	following	ways?	
	
I"listen"carefully"and"empathetically Ve
ry
"s
pi
rit
ua
l
M
od
er
at
e"
sp
iri
tu
al
Sl
ig
ht
ly
"s
pi
rit
ua
l
N
ot
"s
pi
rit
ua
l"a
t"a
ll
Never 0 0 1%"(1) 13%"(4)
Rarely"or"sometimes 2%"(1) 6%"(7) 14%"(10) 13%"(4)
Often"or"always 98%"(42) 94%"(118) 85%"(60) 74%"(26)
I"try"to"change"the"subject"in"a"tactful"way. Ve
ry
"s
pi
rit
ua
l
M
od
er
at
e"
sp
iri
tu
al
Sl
ig
ht
ly
"s
pi
rit
ua
l
N
ot
"s
pi
rit
ua
l"a
t"a
ll
Never 53%"(23) 37%"(46) 38%"(27) 43%"(14)
Rarely"or"sometimes 45%"(19) 61%"(32) 58%"(41) 41%"(13)
Often"or"always 2%"(1) 2%"(2) 4%"(3) 16%"(5)
I"encourage"patients"in"their"own"R/S"beliefs"and"
practices Ve
ry
"s
pi
rit
ua
l
M
od
er
at
e"
sp
iri
tu
al
Sl
ig
ht
ly
"s
pi
rit
ua
l
N
ot
"s
pi
rit
ua
l"a
t"a
ll
Never 5%"(2) 1%"(1) 8%"(6) 30%"(10)
Rarely"or"sometimes 28%"(12) 43%"(54) 50%"(36) 43%"(14)
Often"or"always 67%"(29) 56%"(70) 42%"(29) 27%"(9)
I"respectfully"share"my"own"religious"ideas"and"
experiences. Ve
ry
"s
pi
rit
ua
l
M
od
er
at
e"
sp
iri
tu
al
Sl
ig
ht
ly
"s
pi
rit
ua
l
N
ot
"s
pi
rit
ua
l"a
t"a
ll
Never 5%"(2) 18%"(23) 46%"(33) 64%"(21)
Rarely"or"sometimes 76%"(33) 74%"(93) 49%"(35) 30%"(10)
Often"or"always 19%"(8) 8%"(9) 5%"(3) 6%"(2)
I"pray"with"patients Ve
ry
"s
pi
rit
ua
l
M
od
er
at
e"
sp
iri
tu
al
Sl
ig
ht
ly
"s
pi
rit
ua
l
N
ot
"s
pi
rit
ua
l"a
t"a
ll
Never 40%"(17) 39%"(49) 61%"(43) 67%"(22)
Rarely"or"sometimes 55%"(24) 55%"(68) 36%"(36) 33%"(11)
Often"or"always 5%"(2) 6%"(8) 3%"(2) 0 	
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Table	34	:	Intrinsic	religiosity	of	the	active	survey	participants	and	their	behaviour	concerning	R/S.	(n=272)	
When	R/S	issue	come	up	in	discussion	with	patients,	how	often	do	you	respond	in	the	following	ways?	
I listen carefully and empathetically Int
rin
sic
 re
lig
io
sit
y 
hi
gh
In
tr
in
sic
 re
lig
io
sit
y 
m
od
er
at
e
In
tr
in
sic
 re
lig
io
sit
y 
lo
w
Never 4% (1) 0 2% (4)
Rarely or sometimes 4% (1) 5% (3) 10% (18)
Often or always 92% (26) 95% (58) 88% (161)
I try to change the subject in a tactful way. Int
rin
sic
 re
lig
io
sit
y 
hi
gh
In
tr
in
sic
 re
lig
io
sit
y 
m
od
er
at
e
In
tr
in
sic
 re
lig
io
sit
y 
lo
w
Never 53% (15) 46% (28) 37% (68)
Rarely or sometimes 40% (11) 54% (33) 58% (105)
Often or always 7% (2) 0 5% (9)
I encourage patients in their own R/S beliefs 
and practices Int
rin
sic
 re
lig
io
sit
y 
hi
gh
In
tr
in
sic
 re
lig
io
sit
y 
m
od
er
at
e
In
tr
in
sic
 re
lig
io
sit
y 
lo
w
Never 0 5% (3) 8% (15)
Rarely or sometimes 39% (11) 36% (22) 46% (84)
Often or always 61% (17) 59% (36) 46% (84)
I respectfully share my own religious ideas 
and experiences. Int
rin
sic
 re
lig
io
sit
y 
hi
gh
In
tr
in
sic
 re
lig
io
sit
y 
m
od
er
at
e
In
tr
in
sic
 re
lig
io
sit
y 
lo
w
Never 0 10% (6) 39% (72)
Rarely or sometimes 71% (20) 85% (52) 55% (101)
Often or always 29% (8) 5% (3) 6% (10)
I pray with patients Int
rin
sic
 re
lig
io
sit
y 
hi
gh
In
tr
in
sic
 re
lig
io
sit
y 
m
od
er
at
e
In
tr
in
sic
 re
lig
io
sit
y 
lo
w
Never 18% (5) 50% (31) 51% (94)
Rarely or sometimes 72% (20) 46% (28) 45% (82)
Often or always 10% (3) 4% (2) 4% (7) 	
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Appendix	4:	Ethical	Votum	
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Eidesstatliche	Versicherung	
	
	
